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Jonathan Letterman 


Father of American Military Ambulance Service 


N 1792, Baron Dominique Jean Larrey, of 

France, one of the greatest of military surgeons 
(See Crin. Mep. & Sure., Dec., 1933, p. 621), 
first conceived the idea of providing special vehicles 
for removing wounded men from the field of 
battle; but it was seventy years before an American 
army was provided with a regular ambulance 
service by Surgeon Major Jonathan Letterman. 

Letterman was born at Cannonskurg, Pa. (a 
suggestive name for the birthplace of such a man!), 
December 11, 1824, the son of a surgeon, and was 
educated by a private tutor until he entered Jeffer- 
son Medical College, from which he received his 
Doctor’s degree in Medicine in 1849. 

After his graduation, he immediately entered the 
army as an assistant surgeon, and served in cam- 
paigns against the Seminole, Navajo, Apache, and 
Ute Indians in Florida, Minnesota, 
Virginia, and California. 

When the Civil War began, in 1861, Letterman 
was ordered to duty with the Army of the Potomac, 
and the next year was made Medical Director of 
this army, under Major General McClellan, with 
the grade of Surgeon. 

His years of Indian fighting served him in good 
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stead, and his administrative abilities soon became 
evident. He saw the urgent need for the rapid and 
orderly evacuation of wounded men from the 
battlefield, and the ambulance corps that he 
organized was first tested at the Battle of Fred- 
ericksburg, where it proved so satisfactory that it 
was adopted as a pattern for the entire Union 
Army, and later by other armies all over the world. 
Dr. Letterman also reorganized the entire pro- 
cedure of the Medical Department of the Union 
Army. 

Having completed this immeasurably important 
work, he was relieved as Inspector of Hospitals in 
the Department of the Susquehanna, but remained 
with the forces for a year, before taking up his 
residence in San Francisco, Calif. 

In 1866, Dr. Letterman wrote his ‘‘Medical Rec- 
ollections of the Army of the Potomac,” and the 
following year was elected coroner of San Fran- 
cisco, in which office he served for two terms. 

The sudden death of his wife, in 1867, com- 
bined with a chronic intestinal disorder from which 
he had suffered for a number of years, so under- 
mined his health that he died, March 17, 1872, 
being then only a few months over 47 years old. 
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His monument is the great Letterman General 
Hospital, near San Francisco; but the man for 
whom this institution is named is not nearly so well 
known as he should be, especially in these trying 
times, when his invaluable contributions to Military 
Medicine are bearing rich fruit. 


a 


True happiness is not attained through self-gratification, 
but through fidelity to a worthy purpose.—HerLen Ketier. 


+ 


Current Medical Literature and 


Microfilms 


VERY medical research worker and extensive 

medical writer, and also many serious students 
of the medical literature, frequently want to know, 
promptly and exactly, just what articles are being 
published, and when, and where. 

Of course, the Journal of the American Medical 
Association contains a small amount of such in- 
formation each week, as regards such periodicals 
as they receive and see fit to list and abstract, but 
this is woefully incomplete and is generally three 
months or more behind the times. The Quarterly 
Cumulative Index Medicus is far more complete 
and elaborate—practically exhaustive—but the in- 
formation comes much later, and costs $20 a year, 
which few individuals feel that they can afford, in 
view of the type of service it renders. 

Through the good offices of the Friends of the 
Army Medical Library, it is now possible for every 
studious physician to have on his desk, every week, 
a complete list of the titles and authors of all the 
articles appearing in about 2,000 periodicals issued 
regularly, and 1,300 serials and irregular publica- 
tions, within from one to two weeks after they are 
received in that greatest American medical library 
—1,200 pages; 60,000 articles listed annually— 
for the extremely modest sum of $5.00 a 
year, which is made possible only by the fact of 
remarkable cooperation, and because nobody (ex- 
cept the subscribers) makes any profit from these 
transactions. 

Remember that the Current List of Medical 
Literature, as it is called, is not an exhaustively 
indexed and cross indexed catalogue of the contents 
of these papers, and so does not take the place 
of the Quarterly Cumulative, nor the Index 
Catalogue, but is, as its name implies, a list, 
roughly classified under 44 headings, which more 
than makes up in timeliness what it lacks in 
completeness. 

Another important service rendered by the 
“Friends” is the prompt furnishing of Microfilm 
reproductions, on 35 mm., moving picture film, of 
any article appearing in the List, at the ridicu- 
lously low price of 25 cents for each article up to 
25 pages long, and 10 cents for each additional 
10 pages or fraction thereof, to be paid at any 
time that is convenient for the “customer.” This 
service is also being extended to the readers of 
CurnicaL Mepicing, so. that they can obtain com- 
plete microfilm reprints of any published article 
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abstracted in this Journal, at the same prices and 
on the same terms. 

The only disadvantage of this plan (for those 
who do not own a projector that will magnify 
these films) is that one must purchase a monocular 
viewer, at a cost of $1.50 (which will serve if one 
does only a little of this work), or a more satis- 
factory binocular viewer or projector, which may 
cost $25 or more, but which will be an investment 
for those who use this Service extensively. 

All who are interested should write at once for 
full particulars (mentioning CLinicAL MEDICINE), 
to Medicofilm Service, Army Medical Library, 
7th Street and Independence Avenue, S.W., Wash- 
ington, D. C. 
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Universal Mind is ever broadcasting thought, but man 
tence in only on the things that interest him.—Manty P 
ALL. 
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Close Specialism and Progress 


Some of us have been inclined to wonder, at 
times, whether the extremely close and limited 
specialism, which is increasingly practiced today, 
offers anything to compensate for the markedly 
restricted professional outlook that it inevitably 
engenders. This will be an endeavor to show that 
there may be such compensations, but not to prove 
that they are worth what they cost. 

The type of specialism to which we refer is 
illustrated by a perusal of the “Directory of the 
American College of Physicians,” in which each 
individual listed is permitted to state the type of 
work he does. 

As an example, we will consider three single 
diseases, to which some men have been strictly 
limiting their practice for ten years, and show, in 
a table, how the numbers of these one-disease 
specialists have increased in that period. 





1931 


Disease 





Syphilis 





Tuberculosis 





Arthritis 


As a result of this limitation of practice, in- 
creasing numbers of physicians have had an 
opportunity to study one disease or intimately 
related class of diseases (as in arthritis) with a 
hitherto-unprecedented degree of intensiveness, 
and have thus learned more about them than wa 
ever known before. 

Those who are at all familiar with the medical 
literature (both books and articles in periodicals 
will recognize that the detailed reports of labora- 
tory and clinical studies of these three diseases a! 
probably more rich and extensive than those dea’- 
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ing with any other maladies, with the possible 
exception of cancer and heart diseases, upon which 
close specialists are also working. 

While the personal outlook of these specialists 
is sharply limited (in most, if not all, cases), so 
that such workers would be apt to be less capable 
general clinicians, it is also true that this very 
limitation has enabled these men to offer to the 
profession in general a mass of factual material 
that could not have been gathered in any other 
way, and thus have added materially to the po- 
tential progress in the science 
and art (practice) of Medi- 
cine. 

These comments are not 
expected or intended to settle 
anything, but merely as food 
for thought as to what might 
be accomplished in regard to 
typhus fever, Parkinson’s dis- 
ease, influenza, and a num- 
ber of others, of which our 
knowledge is still incomplete, 
and to provoke personal 
evaluations of the relative 
powers and merits of general 
or specialized practice. 


+ COMING SOON 


“Todolake in Respiratory Dis- 
eases,” by C. € 


Strive to excel, strive to achieve, 
ind you will find no space in your 
mind for resentment.—GEoRGE 


M. ApaMs. s Rushville, Ind. 


Homeopathy 
a Specialty 


New light is shed upon the 
present status of homeopathy 


by a statement from the 
American Foundation for Homeopathy, which 
seems to be given an official character by its appear- 
ance on the editorial page of the issue of the 
journal of the American Institute of Homeopathy 
for April, 1942. Here it is: 

“The Foundation, from its beginning, pro- 


Homeopathy a Specialty 


NEXT MONTH 


Col. George A. Skinner, Medi- 
cal Corps, U.S.A. (Retired) will 
give some vastly important and 
practical hints to young medical 
officers of the Army and Navy. 


Dr. Frederic Damrau, of New 
York City, will present a new 
apparatus for the quantitative 
measurement of the knee jerks. 


“The Foundation of a Budget 
Payment Plan,” by Robert Foster 
Ash, Binghampton, N. Y. 
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claimed that homeopathy is a specialty in medi- 
cine,* not a whole school, and that the place of 
that specialty is postgraduate. .. .” 


This is a sound and rational attitude which can 
be accepted by every thoughtful physician. For 
years, there has been iittle, if any, more difference 
between the practice of a homeopathic graduate 
and that of a “regular” than there is between those 
of a general clinician and a pediatrician, for ex- 
ample, and it has seemed a bit ridiculous to draw 
any sharp distinction between the exponents of 
these two schools of practice. 

Many “orthodox” phy- 
sicians have long known that 
there is merit in the homeo- 
pathic philosophy, and that 
many of the drugs they use 
are of great value, when 
properly prescribed. More- 
over, some of the remedies 
now in orthodox use are given 
in such minute doses that 
they approach the homeo- 
pathic “high potencies,” and 
there is a sound physiologic 
and biologic basis for this 
practice, so that many phy- 
sicians, in certain lines of 
work, could be benefitted by 
a graduate course in the 
homeopathic methods and 
the exact clinical studies and 
knowledge of materia medica 
that they inculcate. 

There seems to be signs 
that, in the not distant fu- 
ture, osteopathy may also be 
absorbed into the general 
practice of medicine, as 
homeopathy has been, and take its place as a valu- 
able specialty, to be learned by graduate instruc- 
tion, as has been done, to a considerable extent, in 


England. 


Atkins, M.D., 


*The italics are ours.—Eb. 


JUNE CLOUDS 


Sapphire sky; 


And against the blue, 


Tall, bright clouds piled peak on peak— 


Heavenly timber to build castles 
Of delight and refreshment 


In the bright June air 


While buds swell! 
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PRACTICAL 


Physieal Therapy Technies 
and Experiences 


By 


Joseru E. G. Wappincton, M.D., Detroit, Mich. 


Perhaps the 
best way to learn 
how to use cer- 
tain methods of 
treatment is from 
the experience 
and advice of 
those who are fa- 
miliar with it, as 
Dr. Waddington 
is with the various 
agencies used in 
physical therapy. 


Dr. WappINGTON 


YEAR ago I wrote an article on “Selected 

Cases from Physical Therapy Practice” (See 
Cun. Mep., Nov., 1940, p. 376), which elicited 
so many inquiries and responses that it would 
appear as if a more extended description of vari- 
ous technics and some further case reports should 
be interesting and instructive. 

Apropos the Surgical Problem No. 8, discussed 
in the November issue of CLin1icAL MEDICINE, in 
the Seminar, where a constipated woman was 
operated upon for a motile mass in the stomach, 
which was “merely a large mass of round worms 

ascarides),” preliminary physical therapy or 

hydrotherapy treatment, in the form of irrigation 
and suction evacuation of the stomach with the 
Dierker apparatus, and subsequent colonic irriga- 
tions, might, apparently, have solved the problem 
less heroically and more satisfactorily. 

An international medical authority has advised, 
“When in doubt as to the clinical diagnosis, sus- 
pect syphilis.” 

Whenever there is a complaint of some gastro- 
intestinal disturbances, usually accompanied by 
imperfect intestinal elimination, many years of 
experience have demonstrated to me the diag- 
nostic and therapeutic value of an “exploratory” 
gastric lavage or intestinal irrigation or both. 
Suspected gallstones, “chronic appendicitis,” gas- 
tric ulcer, and other somewhat allied disorders not 
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infrequently disappear satisfactorily, subsequent 
to expertly applied colonic irrigations and_ the 
indicated adjuvant dietary and medical (not surg- 
ical) attention. 

Case 1: A dentist, aged 38, had suffered with 
chronic constipation and digestive disturbances 
during the past five years, interspersed at 
irregular intervals with mild attacks of “chronic 
appendicitis.” He had visited an internationally 
recognized clinic and been advised to have an 
immediate appendectomy, otherwise the next 
attack was “apt to prove fatal.” 

He presented himself at my office three 
months later, with a morning temperature of 
101° F. There was slight sensitiveness over the 
appendiceal region, but no rigidity; his bowels 
had not moved for three days; he had no desire 
for food during the past two days; and he felt 
extremely weak and tired. A half-hour colonic 
irrigation brought away considerable gas and 
foul-smelling feces, after which he felt con- 
siderably relieved. 

The patient returned next day, with his 
temperature normal and stating that he felt 
that he did not need another irrigation, but a 
second induced an even more profuse and mal- 
odorous evacuation. This was the end of his 
“appendicitis.” He had two similar attacks dur- 
ing the ensuing year, but none within the past 
two years. One physician he had consulted had 
warned him that he should never allow anyone 
to give him a colonic irrigation during any of 
his ‘‘appendiceal” attacks, as such a treatment 
would surely prove distastrous. 

Case 2: A young woman, aged 25 years, had 
been delivered of her fifth child, which weighed 
ten and a half pounds and was extracted with 
forceps. Three months later she consulted her 
physician on account of constant backache, 
profuse leukorrhoea, general debility, and 
feeling “as if something had dropped down in 
the birth passage.” She had been told that she 
had a prolapsed uterus and should be operated 
upon. 

This patient visited me a week later, wher 
I found a subinvoluted uterus, a slight degree 
of prolapse, and a generally relaxed conditior 
of the vaginal tissues. There was also extensive 
erosion of the cervix and chronic cervicitis 

A prostatic electrode (see Fig. 1) was 
serted into her rectum, in close contact 
the posterior wall of the uterus; a disper 
pad electrode was applied over the lowe: 
domen; and the sustained or “dwell” alt 
ing current surge, with 30 contractile imp 
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per minute (see Fig. 2), was applied mildly 
for fifteen minutes, three times a week. At the 
end of two weeks, a copper electrode, applied 
from the positive pole of the direct’ current, 


Fig. 1: The electrode used in this case. Any electrode 
rat ‘all pass into the rectum will produce similar results. 


was used in her uterus for ten minutes. This 
astringent, antiseptic ionization was repeated 
ten days later, at which time the uterus was 
found considerably lessened in bulk, so that a 
much smaller intrauterine electrode, with corre- 
spondingly lessened intensity of current, was 
indicated. 


RAPID ALT. IN OWELL SURGES 
c-3 { REST PERIOD 


ourtesy H. G. Fischer & Co. 


Fig. 2: Diagram of alternating surge current. 


The erosion of the os was superficially coagu- 
lated, with a long-wave diathermy current, two 
weeks after the last intrauterine treatment. A 
coagulative application was made three weeks 
later, and entirely disposed of the erosion. The 
recto-uterine application of the sinusoidal cur- 
rent was reduced, after the first two weeks, to 
twice a week, and was thus continued for three 
months, at the end of which time the patient 
appeared in excellent condition, locally and 
generally. 

Intrauterine treatment is rarely advised but, like 
surgery, is a potent factor in restoration of health, 
when indicated. 

Moles are easily, practically painlessly, and 
satisfactorily disposed of with a uniterminal high- 
frequency current. For more extensive and deeper 
growths, biterminal diathermy or the long-wave, 
high-frequency current, applied with a Wilimac 
biterminal needle electrode (see Fig. 3 A) will be 


Fig. 3: (A) A bipolar needle electrode, similar to the 
Wilimac; (B) Bipolar, ball-tip electrode. 


preferable. If the mole is considerably elevated 
or quite large, the short-wave diathermy current, 
applied with a small, ball-pointed electrode (see 
Fig. 3 B), will act more expeditiously. 

Warts are practically impervious to the high- 
frequency currents, as ordinarily applied. I have 
found that the quickest and best treatment is with 
the short-wave, high-frequency current, using a 
blunt-pointed needle electrode. With the needle 
closely applied to the wart, the current is momen- 
tarily turned on with a foot switch, and simul- 
taneously the needle is made to penetrate into the 
depth of the horny growth and then quickly with- 
drawn. Dependent upon the size, two or more 
similar applications are made, so as to subject the 
entire excrescence to this antiseptic and destruc- 
tive thermal agency. 
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Case 3: A physician’s wife, aged 43, had suf- 
fered, periodically, for years with severe pain in 
the neck and over the forehead, and complained 
of constant dropping of mucus in the throat. 
Despite the assiduous and scientific attention of 
various specialists, she had received no sustained 
relief. The nasal passages and sinuses showed 
no apparent abnormality, but the throat was 
reddened and irritable. 

A short-wave diathermy mask electrode (see 
Fig. 4) was applied over the face, and a flat 
pad electrode placed over the upper back, =z 
mild current was turned on for fifteen minutes, 
and then the neck was gently massaged. The 
frontal pain was immediately relieved and the 
head “felt clearer,” but the neck pain was not 
diminished. Similar treatment was _ repeated 
next day and two days later. At the fourth treat- 
ment an induction coil was applied, with three 
turns around the neck, and the current given 
for twenty minutes, followed by fairly vigorous 
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Fig. 4: Diagram of mask electrode. 
petrissage and friction. The severe neck pain 
was at once relieved, and a few more treat- 
ments, at irregular intervals, entirely disposed of 
all the previous painful symptoms, with no 
return during the past six months. 

This short-wave treatment with the face mask 
electrode gives almost immediate relief to patients 
suffering from “sinus trouble,’ where there is 
more or less hawking of mucus, “fullness in the 
head,” and a frequent desire to blow the nose, 
which feels blocked and secretes so freely as to 
necessitate quite a large daily supply of handker- 
chiefs or cleansing tissue. Whether this condition 
is diagnosed as chronic nasal catarrh, sinusitis, or 
a “cold,” the short-wave diathermy face mask 
treatment will almost invariably prove extremely 
helpful. 

A middle aged woman was thus treated for 
nose and throat congestion, incident to a “cold.” 
Upon her return, next day, she stated that the 
“roaring” in her ears, to which she had been sub- 
ject for years, had been considerably ameliorated 
after the diathermy. She came in thereafter, twice 
a week for a month, and subsequently has taken 
a few treatments whenever the “roaring’’ returns, 
which is only infrequently and never persistent, as 
it was prior to the facial treatment. 

Case 4: A woman, 65 years old, had been a 
sufferer for years with arthritis affecting both 
knees and one shoulder and had received con- 
siderable relief from physical therapy treat- 
ments, but always noted an increase in her 
symptoms every winter and spring, when she 
would suffer from a sore throat. She had been 
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advised that her tonsils were in need of removal, 
but was also warned that it would be a serious 
matter, in her condition, to undertake an 
operation. 

I found that the tonsils consisted of consid- 
erable ragged tissue, with the pillars forming a 
deep receptacle for particles of food and other 
decaying detritus. The short-wave high-fre- 
quency current was applied with a small, ball- 
pointed electrode (see Fig. 3 B), to coagulate 
the tonsillar tissue. Only one tonsil was treated 
at a time, rapidly “painting” the current over 
all the exposed tissue. The other tonsil was 
similarly treated a week later. Three such alter- 
nate coagulations to each tonsil, at weekly 
intervals, disposed of all the unhealthy tissue. 
Although three years have now elapsed, she has 
experienced no more seasonal exacerbations of 
her arthritis. 

Case 5: Miss S. P., a seamstress, aged 28 
years, weighed 20514 pounds. She had always 
been overweight, but had gained more than 
fifty pounds during the past three years, for no 
apparent cause. Her menstruation had _ been 
scant and irregular since a fright sustained dur- 
ing a mentrual period some two and a half 
years ago. Like most cbese individuals, she in- 
sisted that she ate very little, although her daily 
menu report during the first week of treatment 
and unrestricted diet averaged about 3,000 
calories. 

Short-wave diathermy was applied antero- 
posteriorly to the lower abdomen for a half 
hour, twice a week for three weeks and then 
daily during the entire menstrual week, and 
was repeated for three months, at the end of 
which time the menses were practically normal. 

She was given a strictly milk and fruit juice 
diet for one week, and an enema was advised 
every second day to take care of the intestinal 
elimination. The diet was gradually increased, 
not to exceed 1500 calories, and vapor baths 
were given twice a week at first and then once 
a week, for an hour, raising the body temper- 
ature not to exceed 101° F., as such pyrexial 
treatments materially increase metabolic ac- 
tivity. An alternating-current surge (see Fig. 
2), with twenty fairly vigorous contractile im- 

pulses per minute, was applied to the abdomen 
and other unduly developed parts of the body, 
using six applicators at one treatment; this was 
repeated three times a week and then gradually 
diminished to twice a week. 

The patient slowly parted with her excess 
tissue, and it took one month of strenuous effort 
and constant admonition before she reduced to 
200 pounds. From thence, progress was more 
encouraging, although not until after eight 
months of alternate progression and retrogres- 
sion, and much hard work on the part of both 
the patient and the physician, did this unduly 
upholstered maiden ultimately reach and _sus- 
tain the comparatively moderate weight of 150 
pounds. 

The subject of obesity and its treatment is 
exceedingly controversial, but notwithstanding the 
opposing authoritative theories as to endocrine or 
non-endocrine origin, any case of overweight can 
be satisfactorily treated, if the physician will pre- 
scribe the correctly indicated physical, dietetic, 
and psychic therapy, and the patient will confi- 
dently and cheerfully conform to the regimen 
indicated in the individual case. 

An ice cap is the orthodox treatment for an 
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acute sprain, but I have found that the positive 
pole of the direct current, if applied within th 
first 24 hours of the injury, will act more satisfac 
torily and physiologically, through its vasocor 
strictive effect. After 24 hours, a pulsatory, direct 
current sinusoidal (see Fig. 5), applied with 


WV aD ttn 
B-2 a ~ PULSATING GALVANIC SURGE 


Courtesy H. G. Fischer & Co. 


Fig. 5: Diagram of direct (galvanic) pulsating surge 
pad electrode to each side of the joint, or one cu‘! 
electrode around the joint and the other, a pad 
or cuff, conveniently placed above the joint, wi!! 
be the best treatment. The current should | 
applied just below the threshold of apparent mu:s- 
cular contraction, with about 25 or 30 impulses a 
minute, for 20 minutes, after which, 5 or 10 
minutes of the same current, intensified to a corm- 
fortable degree of tissue contraction, is indicated 
Such treatment may be given daily, if convenient, 
or at least every other day, and will give sur- 
prisingly satisfactory results. These applications 
may be followed by a few minutes of effleurage, 
petrissage, or friction, dependent upon the degree 
and duration of the sprain. 

This same treatment is indicated for stiffened, 
painful, arthritic ankles and wrists, but should be 
used after preliminary treatment with diathermy 
or the paraffin bath. This latter is ordinarily used 
at a temperature of about 125° F., keeping the 
affected joint immersed for from 15 to 20 min- 
utes. As a soothing, relaxant heat application in 
such conditions, the paraffin bath cannot be 
equalled by any other agency. It leaves the skin 
supple and the tissues retain the heat for some 
time. 

Athlete’s foot is a common and disagreeable 
mycotic infection, which is not always amenable 
to the ointments and antiseptics popularly, as well 
as scientifically, advised. Immersing the foot in a 
non-metallic vessel containing a 1-percent solution 
of zinc sulphate, and connecting this to the posi- 
tive pole of the direct current for about 10 o: 
15 minutes, with comfortable current intensity, 
will often help in eradicating the infection. All 
overlying skin should be trimmed away, so as to 
expose all the interdigital tissue. If the tissues ar¢ 
much eroded, it will be impossible thus to apply 
iontophoresis, as the treatment will be entir 
too irritating, no matter how mild the current 

In such cases, water-cooled ultraviolet radiation 
is indicated. This should be applied with a quartz 
applicator (see Fig. 6—hemorrhoid applicator: 
held firmly, or as close as possible, to each inter- 
digital space in turn; and radiation should 
be given over and under the foot, so as to subj: 
all possibly affected tissue to this bacteric 
agency. A mild erythema dose is required, 
should be repeated every three or four days, or 
indicated, to sustain the desired effect. Betw 
treatments, I have found tincture Mercresin 
effective antiseptic, applied morning and _ ni 
This will “sting” quite severely, but evanescent! 
when applied over any abraded area. 

Pruritus ani is a common affliction, which 
quently proves refractory to even the most ex 
medical and surgical attention of the proctolc 

Case 6: Mr. V. B. had suffered more o: 
constantly and severely with pruritus of 
anal and scrotal region for several years, 

had been told that he had “piles.” His b« 

ordinarily moved once daily, although 
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sionally a day or two would elapse without a 
movement. He had suffered many things from 
much orthodox, as well as unorthodox, treat- 
ment. His entire perineal and anal region was 
deeply furrowed and thickened, and was exud- 
ing a thin, malodorous secretion. There was 
some involvement of the immediately adjoining 
scrotal tissue, but no tabs or definite hemor- 
rhoidal masses, though the anal tissues were 
reddened and varicosed and there was definite 
proctitis. 


Courtesy Hanovia Chem. & Mfg. Co. 

Fig. 6: A variety of quartz applicators. (The hemorrhoid 
applicator mentioned in the text is the third from the left, 
top row.) 

A quartz applicator (see Fig. 6), % inch in 
diameter, was passed into the anal canal and 

a mild erythema skin dose of water-cooled 
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ultraviolet radiation was administered. The 
involved external tissues were then thoroughly 
dried and radiated with the same intensity of 
ultraviolet, using compression with a flat, quartz 
applicator measuring 42 inches in circumfer- 
ence. Four such applications were made, to 
cover the greater part of the tissues involved. 

Finally, undiluted tincture Méercresin was 

swabbed over all the itching areas and the 

patient was advised to have the Mercresin simi- 
larly applied morning and night. 

The patient returned two days later, feeling 
and looking somewhat better. A colonic irriga- 
tion, at a temperature of 100° F., was given for 
a half hour and the patient was astonished at 
the profuse evacuatory results, despite a “‘good” 
movement a few hours previously. The external 
tissues were then irradiated as before, and Mer- 
cresin applications advised until the condition 
should be considerably improved. Six colonic 
irrigations were given within two weeks, always 
followed by the external ultraviolet radiation, 
and the anal canal was irradiated twice a week. 

At the end of one month the patient felt and 
looked so much improved that he has since 
visited the office only at infrequent intervals, 
for further treatment. 

Most acute disease and disability is obviously 
self-limited, and chronic conditions are too often 
classified and treated (or neglected) as “‘incur- 
able.” Therapeutic nihilism and pessimism can be 
satisfactorily overcome only by the _ intelligent 
application of scientific physical therapy, accord- 
ing to the correctly evaluated physiologic and 
psychologic indications of the individual case 
and the physics and physiologic effects of the 
particular agency used. 

5841 Second Boulevard. 


Pyogeniec Infections in the Anorectal 
Region 


Cuarves J. Drueck, M.D., F.A.C.S., Chicago, Il. 


Pus collections, deep in the pelvis, 
may give trouble to both patients and 
physicians. Dr. Drueck's discussion of the 
causes and development of such suppura- 
tions should be helpful in the diagnosis 
and management of these cases. 


BSCESSES involving the anus or rectum are 
“% similar in every respect to those in other parts 
f the body, and may be defined as circumscribed 
or localized collections of pus in a cavity formed 
by tissue disintegration. Such abscesses are of spe- 
cial importance because of their liability to con- 
tinue as fistulas, if neglected or improperly treated. 
Only too frequently mismanagement results in ex- 
tensive tissue destruction, multiple fistulas, and 
permanent incontinence, as well as chronic septic 
infection, which contributes to general debility and 
circulatory systemic degeneration. 

Our study of abscesses occurring in this region 
includes an investigation of every collection of pus, 
from a furuncle on the buttock to a malignant, 
diffuse, pelvic phlegmon, which involves not only 
the rectum, but any and perhaps all other pelvic 
and even abdominal organs. The exact origin of the 
infection cannot always be demonstrated, neither 


can it be referred to the rectum in every case. The 
treatment varies so much that each form must be 
considered separately, because so often abscesses 
in this neighborhood result in the formation of 
fistulas. 

Infections about the rectum and anus are more 
common than in any other part of the body. They 
occur at all ages, though more common between 20 
and 50 years, and constitute about 25 percent of 
the ailments of these parts. This is not astonishing 
when we consider the injuries to the rectum from 
within and without and also those other injuries 
sustained by women during childbirth. The really 
remarkable feature is how readily injuries and ul- 
cerations heal in this region, considering the num- 
bers and varieties of bacteria abounding here 

Causes of Abscesses 

Because of the abundant areolar tissue and the 
numerous blood vessels and lymphatics, this region 
is peculiarly susceptible to inflammatory and sup- 
purative processes. 

Infection may result from a break of any of 
nature’s defenses, through which entrance of pyo- 
genic bacteria becomes possible. These may be 
through (1) the external skin; (2) the rectal mu- 
cosa; (3) the extrarectal pelvic structures and 
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viscera; (4) abdominal lesions; and (5) systemic 
disease. 

Once the invading organism gains access, a di- 
rect and widespread extension may be possible by 
way of the lymphatics or the blood stream. Local 
extensions may also be determined by the planes 
of cleavage of the pelvic fascias. 


The External Skin 

1. Injuries, both accidental, such as puncture 
wounds, kicks, blows, abrasions from riding, or 
falls upon the buttock; and also operative. wounds 
or the injudicious use of cauterants in the treat- 
ment of rectal lesions, may result in abscess forma- 
tion. Hematoma resulting from the rupture of a 
small vessel during forcible divulsion of the sphinc- 
ter muscle may later be infected and an abscess 
result. 

2. Dermatologic lesions of the anus and perianal 
skin from uncleanliness and excessive perspiration 
should be remembered. 

A furuncle or a carbuncle may begin as an in- 
fection in a hair follicle of the perineal or perianal 
skin, and here a staphylococcus is usually the ex- 
citing organism. The virulence of the local reaction 
is due to the nature of the skin and subcutaneous 
tissue, its sweat glands, hair follicles, and fat col- 
umns extending deeply into the derma. As the 
infection spreads in the loose structures beneath 
the skin, a portion of the skin surface breaks down, 
and through this slough is extruded pus and semi- 
necrotic connective tissue. Even this does not 
provide free drainage, and the process still tends 
to extend around the periphery. Meanwhile, more 
and more of the overhanging skin becomes necrotic, 
until enough surface is destroyed to allow free exit 
to the pus, and the surrounding inflammatory in- 
filtration walls off the infection, which it does with 
difficulty, owing to the many interstices in the 
loose mesh of subcutaneous tissue through which 
the pus can extend. 

3. The injection of various chemicals into the 
tissues, in the treatment of pruritus ani, hemor- 
rhoids, and prolapse, such as alcohol, distilled 
water, caustics, and acids, has been followed by 
suppuration. 

4. Radium and x-ray burns, and the use of the 
cautery and diathermy, may lead to abscess later. 

5. Secondary infection may occur from a con- 
genital sacrococcygeal sinus. 

Within the Rectum 

Frequently the primary infection of an abscess 
is in the rectal mucosa. 

1. Many abscesses are preceded by other in- 
flammatory processes within the bowel, such as 
cryptitis, lymphangitis, papillitis, fissure, neglected 
strangulated and gangrenous hemorrhoids, various 
types of proctosigmoiditis, stricture, and cancer. 
The small pockets normally situated at the ano- 
rectal junction and known as the crypts of Mor- 
gagni are subject to traumatism by virtue of their 
arrangement. Also the presence of well developed 
tubular ducts opening into these crypts may be a 
predisposing factor. 

2. In the deeper coats of the bowel, spicula of 
meat or fish bones and pieces of toothpicks have 
frequently been recovered from the abscess, and 
these must have punctured the intestinal wall and 
caused the abscess formation. The inexpert use of 
enema tubes is also a cause. 

3. Constipation and fecal impaction, the passage 
of foreign bodies which may have been swallowed, 
sodomy, and the careless use of instruments are to 
be mentioned. 
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From Extra-rectal Structures and Organs 


1. Infection beginning in the pelvis, outside of 
the bowel, may later burrow into the rectum, or 
the abscess may be found adjacent to but outside 
of the rectum. Here are included pre- and post- 
sacrococcygeal sinuses; cysts and tumors; necrosis 
of the sacrum, coccyx or pelvic bones; prostatitis ; 
and vesiculitis. 

2. Gynecologic disturbances should always be in- 
vestigated in all women patients. Almkvist’ r 
ported a case of gonococcus perirectal abscess and 
contends that perirectal gonorrhea has been but 
little studied and, therefore, gonococcal absces 
near the anus is unknown, as compared with sim- 
ilar peri-urethral infections. 

The case described shows that such an unusua 
abscess near the anus presents a ditinctive clinica! 
picture. This woman had gonorrhea of the urethra 
and rectum, and then, a month later, quite sud- 
denly developed an abscess 3 cm. to the right o! 
the anus. It attained the size of a walnut, and fron 
its purulent contents typical gonococci were ob- 
tained and pure cultures were grown upon ascites 
agar. In view of the number of peri-anal fistulas 
resulting from infected Bartholin glands, this re 
port should be studied. 

3. Rectocele following laceration of the peri- 
neum during childbirth, not only interferes with 
proper defecation and is an annoyance to the pa- 
tient because of the protrusion from the vagina, but 
impacted fecal masses may traumatise, ulcerate, 
and perforate the vagina, producing a rectovagina! 
fistula. 

4. A diseased fallopian tube may perforate into 
the rectum. Chalier and Vergnory* report two 
pyosalpinx cases that spontaneously opened into 
the rectum; and Schwartz’ reported a case in which 
the perforation of the rectum was caused by adhe- 
sion of a gravid tube. The adhesion may be previous 
to pregnancy, produced by a chronic salpingitis o1 
perisalpingitis, or it may occur after the descent of 
the pregnant tube into Douglas’s pouch. In both 
instances the part of the tubal wall where th: 
ovum is implanted, and the adjoining part of th: 
rectum, were closely united. Chorionic villi, 
through Langerhans’ cells, destroy the tubal wall 
and continue the destructive process into the rec- 
tal wall. In his case this caused a sudden, profus¢ 
hemorrhage from the rectum. 


Abdominal Lesions 

Pelvic abscess complicating appendicitis, espe- 
cially in young children, coming to the surgeon 
in extremis, may present a large, fluctuating mass 
bulging on the anterior rectal wall; also in post- 
operative ruptured appendix cases in which drain- 
age has been inadequate and a pelvic abscess 
has formed. 


Systemic Disease 


1. A number of constitutional diseases may con- 
tribute to rectal abscesses. Under this heading ar 
included malnutrition, anemia, cardiorenal and 
hepatic diseases, diabetes, tuberculosis, dysentery, 
typhoid fever, and cancer, which bring about 
changes in the body chemistry to disturb the intri- 
cate system of resistance to infection. 

2. Advanced malignant growths of the ute: 


1. Almkvist, Johan: Hygica (Stockholm), Aug. 31, | 
Vol. xxxii, p. 529. 


2. Chalier, A., and Vergnory, M.: 


Gynec et ¢ 
(Paris), April, 1923, Vol. vu, p. 294. 


3. Schwartz A.: Paris Medical, June 21, 1924, p. 58 
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vagina, or prostate may slough away until an open- 
ing into the rectum or sigmoid occurs. 


Recurrent Abscesses 


It is a common experience that individuals who 
have suffered perirectal infections and fistulas are 
sometimes subject to recurrence of acute inflamma- 
tion for considerable periods after their apparent 
complete healing. This principle was emphasized 
by experience with wounds during World War I, 
when it was learned that corrective and cosmetic 
operations on scars of battle wounds that had been 
originally infected were very apt to relight the pre- 
vious activity of the infection, sometimes with dis- 
astrous results. Accordingly, it became a generally 
accepted rule to postpone any such contemplated 
improvement in scars for at least a year after the 
final healing of the original wound. 

About the anus, recurrent abscesses may develop 
in tissues that were formerly operated upon, but 
which have apparently completely returned to 
normal. 

One must consider several possibilities in an 
attempt to reach an explanation of these facts. In 
the first place, it may be a mere coincidence that 
an abscess should select for its locus the scar of the 
former operation, just as an abscess may occur from 
various Causes in any other part of the body. This 
explanation is mentioned merely to include all the 
possible theories to account for such occurrences, 
though it will not impress many as being highly 
probable. 

A second and much weightier explanation is, 
that scar tissue is a less resistant structure than 
normal tissue to the development of infection, and 
that this recurrent abscess may not be in the strict 
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sense recurrent; in other words, a new infection 
may select scar tissue because of the known sus- 
ceptibility of such tissue to injury of any sort. 

A third conception is that the tissues harbor, in 
the site of the scar, a persistent contamination with 
living organisms during all the period of apparent 
quiescence. During this period the virulence of the 
bacteria is so feeble and the general and local 
health of the tissues is so good, that a condition of 
balance is maintained, permitting the organisms to 
remain alive and presumably to multiply suffi- 
ciently to just sustain themselves; but, on the other 
hand, keeping them in check so that they are 
unable to cause any direct clinical symptoms of 
trouble. 

This reason may conceivably include a great 
many possibilities concerning the local or general 
health of the tissues or the virulence of the organ- 
ism. As a result of disturbance of the tissues or the 
virulence of the organism, the bacteria take on 
renewed activity, become sufficiently virulent to 
give rise to acute inflammatory changes, and the 
clinical development of an abscess results. It would 
be unnecessary to attempt a detailed consideration 
of all the possible occurrences that may cause the 
balance to be upset: One at once thinks of general 
illness that lowers the health of the patient, of local 
injuries to the scar, and of changes in the body 
chemistry disturbing the intricate system of resist- 
ance to infection. 

The point I wish to emphasize is that tissues once 
infected may harbor, for an astonishingly long 
time, organisms potentially virulent, and that for 
years afterward renewed suppuration may take 
place. 


58 E. Washington St. 


Simplified Sinus Treatment 
Part II* 


By 


RusseLt A. Winters, M.D., Chicago, Illinois 


HE mucous surface of the external nose com- 

prises less than one-eighth of the nasal vault 
surface. Medicaments placed in the external nose 
have difficulty in reaching the sinus openings unless 
they are placed there mechanically, or the patient 
assumes a position wherein the nasal openings 
parallel the ceiling, as in lying with the head over 
the edge of a table or in dropping the head acutely 
between the knees. These positions are adored by 
illustrators of medical literature but are extremely 
impractical in office application. 

A suitable technic should be relatively painless, 
safe in the hands of qualified technicians, rapid in 
its application, relatively free from trauma to the 
ciliated mucosa in the nose, simple in application, 
and efficient in its results. 

In this routine, a nylon catheter, the size of a 
No. 8 ureteral catheter, 52 inches long, including 
an attached needle hub?, is used. Its semi-flexibility 
decreases the possibility of a poking trauma and 
adds to its contour adaptability. Nylon permits 
boiling and bending of the catheter over a long 
period of time without damage. 


The Frontal Sinus 
The Frontal Sinus, embryologically, is a develop- 
ment of a wandering ethmoidal air cell’, and the 


_*This is the second installment of a three part series. 
lhe third part will appear in an early issue. 


opening to the frontal sinus drains into the ethmoi- 
dal openings, which are directly below it. It lies 
immediately above the middle angle of the eye- 
brow, and the palpable bony prominence is a por- 
tion of the sinus covering. 

Acute Symptoms: Headaches over the arch of 
the eyes, either acute or dull, which are aggravated 
by lying down or bending over, point to the frontal 
sinus. Standing or sitting erect is the easiest posi- 
tion. Pressure or heat over the forehead brings a 
degree of relief. 

Chronic Symptoms are: Loss of memory; gen- 
eral dejection; and dullness above the eyes. 

Mucus Symptoms: Mucus occludes the nose in 
acute cases, or drips down and is expelled by a 
forceful, exhaling blowing. 

Points of tenderness may be near the middle 
angle of the eye or in the bony notch just beneath 
the middle end of the eyebrow. 

Treatment: Pass the catheter along the nasal 
septum, keeping it parallel with the face and 
aiming the point to the inner angle of the eye. At 
about 1% inches from the nasal opening, mild 
resistance is felt. Push gently until the tip of the 
catheter slips by, and instil 0.5 cc. of Quinocaine, 
in catarrhal infections, or 5 percent Sulfathiazole 
Sodium solution, in mixed infections. Where a 
shrinking action is desired, use 3.5 cc. of the medi- 
cation and 0.5 cc. of Adrenalin Chloride, Padrol, 
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WITH NEEDLE HUB ATTACHED; SIZE OF NO, 8 URETERAL CATHETER, NYLON 


SMO -FLEXIBLE NYLON CATHETER 
PERMITS WASHING, BOILING, AND BENDING OVER A LONG PERIOD OF TIME WITHOUT INJURY TO CATHETER, SM- 
FLEXIBILITY PROTECTS NASAL MUCOSA FROM INJURY AND ALLOWS EASIER ACCESS TO SINUSES THAN WITH A METAL 


LYING OR SITTING POSITIONS FOR MEDI- 
CATING S ARE IDEAL FOR ILLUS- 
TRATORS OF MEDICAL ARTICLES, BUT 


VERY IMPRACTICAL IN TREATING PATIENTS, 
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THE SUPRA-ORBITAL NOTCH. 
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SECTION SHOWING LEFT NASAL WALL WHICH IS USED IN FOLLOW 
ING ILLUSTRATIONS: F.S,--FRONIAL SDWS; E,.S,--ETHMOIDAL 
SINUS; S.S.--SPHENOIDAL SINUS; .S.--MAXILLARY SINUS; 
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IN FRONTAL SINUS IRRIGATIONS THE CATHETER IS PASSED ALONG THE 
NASAL SEPTUM POINTING TO THE INNER ANGLE OF THE EYE, ‘THE TIP 
IS THEN AT THE INFUNDIBULUM OR FUNNEL IN FRONT OF THE MIDDLE 
TURBINATE, SLIGHT ADDITIONAL PRESSURE MAY PASS THE CATHETER IN- 
TO THE ANTRUM. INSTIL 1/2 CC. OF QUINOCAINE 2 OR 5 % SOLUTION 


IN ETHMOIDAL SINUS IRRIGATIONS BEND THE DISTAL 1/2 INCH OF 
CATHETER AT A 22 1/2 DEGREE ANGLE, PASS THE CATHETER ALONG THE 
NASAL SEPTUM AS IN TREATING FRONTAL SINUS, UNTIL MARGIN OF MID- 
DLE TURBINATE IS ENCOUNTERED. SLIDE END OF CATHETER ALONG UN- 
DER SURFACE OF TURBINATE 1/2 INCH AND INSTIL 1/2 CC, QUINO- 
CAINE, OR 5 % SOLUTION SULFATHIAZOLE SODIUM, 








June, 1942 


or Glucofedrin, leaving 0.5 cc. of the mixture at 
each sinus opening (8 in all). 


The Ethmoidal Sinus 


The ethmoidal sinus is composed of many honey- 
combed-appearing air cells, which are divided into 
the anterior and posterior groups. They are located 
behind the middle portion of the bony socket of 
the eye; also between the floor of the nose and the 
cribiform plate, which is located above. 

Acute Symptoms: Stabbing pain in the region 
of the eye; acute soreness of the eyeball; and an 
extremely tender scalp when combing the hair, 
suggest ethmoidal sinus disease. 

Chronic Symptoms: Dullness of the mind, 
wherein patients wait for “good days” to be clever 
in reading, writing, or thinking constructively; 
“migraine” in the eyes, relieved by pressure on 
the eyeballs or over the temples; vision may be im- 
paired (exophoria) ; points of soreness in the scalp, 
approximately 4 inches above the upper attach- 
ment of the ears. 

Mucus Symptoms: A low grade “cataarh” is 
present. Mucus is high in the nasal vault, and it 
requires a “to and fro” nasal breathing force to 
become dislodged so that the patient either blows or 
spits it out, depending upon the direction in which 
it was dislodged. 

Points of tenderness may be over the zygoma, 
1 inch in front of the ear; the parietal region of 
the scalp, 4 inches above the ear; or on the occipi- 
tal ridge, at the attachment of the occipitofrontalis 
muscle near the midline. 

Treatment: Bend the distal Y2 inch of the 
catheter to a 45-degree angle, and pass the catheter 
into the nose as in irrigating the frontal sinus. 
When the resistance of the middle turbinate is 
felt, slide the curved tip beneath the turbinate 
inch and instil 0.5 cc. of one of the solutions 
mentioned. 

Medicaments applied to the sinus openings are 
commonly as effective as those passed directly into 
the sinuses, since the mucosa is contiguous and 
the initial congestion is at the sinus outlets. This 
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would be analogous to a bony tube passing from 
the nose to the sinus, lined with an absorbent 
blotting paper. If water or fluids are added to the 
paper, the subsequent swelling occludes the open- 
ing; shrinking or drying increases the opening. 
A germicidal reduction in the congestion at or in 
the sinus openings aids in clearing up the trouble 
in the sinuses. 

A proper selection of medication varies accord- 
ing to the end result desired. The ephedrine series 
are primarily palliative in their action as vasocon- 
strictors to relieve congestion. 

Quinine is indicated in catarrhal infections. 
An acid pu is preferred, since the normal nasal 
secretion is mildly acid and, if the mucosa is re- 
stored to its acid condition, there is a relief from 
head colds and sinus allergy, according to Noah 
H. Fabricant, M.D., of the University of Illinois. 
Chlorophyll packs,* or Argyrol packs,®> are used 
at first, when an extensive nasal congestion is 
present. 

A 5-percent Sulfathiazole Sodium solution is 
effective in a chronic sinusitis due to a mixed 
infection.® 

Associated medicaments, such as tincture of 
belladonna, 5 drops three times a day, before 
meals, in 1% glass of water, or Syntropan tablets 
(Roche), 1 tablet three times a day, before meals, 
are indicated where spasticity is present in the 
intestines or congestion is present in the liver. 

Antogenous vaccines or stock “cold vaccine” in- 
jections help, in some cases. 
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A CULTURAL ANIMAL 


Unlike any other branch of medicine, psychiatry learns little from the 
autopsy room or the laboratory. It has to study anthropology, philosophy, re- 
ligion, politics, and economics in order to understand human behavior, because 
the human being utilizes his instinctual forces (“behaves”) as a cultural, 
economic, and political animal_—Grecory ZILBoorc. 


ADVERTISING 
Advertising is the education of the public as to who you are, where you are, 
and what you have to offer in the way of skill, talent, or commodity. The only 
one who should not advertise is the man who has nothing to offer the world in 
the way of commodity or service.—E.LBerT HUBBARD. 


FAMILY RESPONSIBILITIES 
Birth control can and must be tied up with the preaching of parental, partic- 
ularly of paternal, responsibilities. Treated in that manner, birth control be- 
comes a major force for strengthening family ties—Information Service, May, 


1941. 





Clinie on Thoracie Diseases* 


J. H. Parsons, M.D., Des Moines, Iowa 


Many errors are made in diagnosing 
diseases of the chest. Dr. Parsons’ brief 
and pointed comments will help to min- 
imize these mistakes. 


HE treatment of edema: The patient, a white 

woman of 35 years, was admitted for treatment 
of a decompensated rheumatic heart and massive 
edema, extending up to the waist. The right arm 
was also swollen, because the patient rested her 
weight on it while suffering from dyspnea. 

The right hand was suspended over the head for 
48 hours by tying it to the head of the bed, and the 
edema rapidly disappeared. 

Mercupurin suppositories were used, but had to 
be stopped because of the resulting enteritis. Mer- 
curial diuretic suppositories are effective in many 
cases and are especially valuable in those persons 
who have small veins. If the patient is sensitive, 
proctitis usually follows the first use of the sup- 
pository. The old Salyrgan suppositories were very 
irritating; the new ones of Salyrgan-theophylline 
are not. 

Salyrgan-theophylline is given by intravenous in- 
jection every five days, after three days of prepara- 
tion with ammonium chloride (90 grains daily). 

This hospital does not have facilities for estimat- 
ing the amount of protein in the blood, but this 
woman’s pallor and her history indicate that she 
has eaten little meat or eggs recently. 

Should a rheumatic patient be told? We now 
know that rheumatic heart involvement is not a 
complication of acute rheumatic fever, but a part 
of it. In patients with acute rheumatic fever, cho- 
rea, recurrent nosebleeds, and pharyngitis, should 
we Caution the patient, or should we let him con- 
tinue to live as he wishes? 

I feel that it is best to tell the patient of his 
condition—that he has a quiet lesion which is not 
immediately serious and that he may go for years 
without any symptoms. He should be told that, 
when he has any infection, such as a cold or sore 
throat, he should go to bed until he is entirely 
over it, as infections cause an increased load on the 
heart. He should be cautioned against overwork or 
prolonged work. 

One girl of 25 years, who had had rheumatic 
fever 10 years previously, had remained perfectly 
well while doing light work in an office. One New 
Year's eve, she went from one dance to another 
for a number of hours. At 4 a.m., acute pulmonary 
edema developed and she was dead in 48 hours. 

*Given at the Friday Morning Clinic, Broadlawns 


County Hospital, Des Moines, lowa, Oct. 24, 1941. Re- 
ported by R. L. G. 


Physical signs of differences in lung expansion: 
A simple method of determining whether both 
sides of the chest are expanding equally, is to stand 
behind the patient, place a thumb of each hand on 
the back of the neck, and the fingers in the supra- 
and infraclavicular spaces (see Fig. 1). The finger 


Fig. 1: Palpating the lung apices. 


tips should rest lightly on the chest, as strong pres- 
sure may obscure slight lagging at one apex. 

The degree of expansion varies widely in differ- 
ent pathologic states. In the presence of an early, 
active tuberculous lesion involving one apex, ex- 
pansion on the affected side may be perceptibly 
delayed and never equals that of the sound side at 
completion of inspiration. If an upper lobe is con- 
solidated and associated pleural adhesions or pneu- 
mothorax are present, the affected side of the 
thorax may remain immobile during inspiration. 

“Pneumonia”: Many lesions in the lungs have 
an onset which resembles pneumonia, with fever, 
rapid respirations, signs of consolidation, and pos- 
sibly a chill. The first sign of bronchial carcinoma 
may be acute atelectasis (collapse of a lobe of lung) 
behind the tumor. Lymphomas may present a sim- 
ilar picture (lymphoma is one term used to in- 
clude the closely related lesions of Hodgkin’s di- 
sease, lymphosarcoma, and leukemia, which fre- 
quently resemble each other and may be inter- 
changeable). 

X-ray diagnosis: Never make a diagnosis of tu- 
berculosis from the roentgenogram alone, as pneu- 
monitis (lung tissue inflammation) may closely 
resemble it. This is not an attempt to discredit the 
value of roentgenography, which is the most valu- 
able single aid to diagnosis, but a reminder that at 
least 10 percent of lesions which appear to be tu- 
berculosis on the film will turn out to be infection 
or fungous disease. 

There is no typical x-ray picture of bronchogent: 
carcinoma or other pulmonary tumor. 


_ Life, to be valuable, must be a balance of forces—material, mental, and 
spiritual—and if we neglect the claims of the spirit, life and the world are 
thrown out of balance.—Tuos. J. Watson, in Think, Jan., 1939. 
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A. oliving for the icles 


The Business of Medicine and the Art of Living 


The Hobby of Gun Collecting 


By 


Lee D. van ANTWERP, M.D., Meriden, Conn. 


UN collecting, as a hobby, is relatively new. 

J Prior to 1912 there were very few collectors 
of firearms, but at the present time they number 
in the hundreds and among them are to be found 
more than a sprinkling of physicians. 

As a matter of fact, it is a hobby ideally suited 
to the interests of physicians, as it appeals to the 
latent mechanical sense which most of us possess, 
and the prospects of searching into the history 
and methods of manufacture of these weapons are 
almost unlimited. It is true also that, connected 
with the old guns, is a broad field for research, 
since the modern science of ballistics is founded 
on the fundamentals of operating these simpler 
arms. 

The history of the United States is so intimately 
bound with the development of the rifle and the 
pistol that every red-blooded American has an 
inherent liking for firearms. Most of us never 
grasp the opportunity of owning more than a 
shotgun for birds or a rifle for larger game. Those 
who have added a few of the old-timers have 
discovered an intensely interesting subject which 
they never suspected of being so. 

I have been a collector and student of old arms 
and their makers for some years and have built 
up a modest collection of the better examples of 
American gunsmithing. Their colorful displays are 
always of interest to guests, and the pride of 
ownership exceeds anything I have experienced. 
However, the most satisfying pleasure has been 
the study of their manufacture, the men who 
made them, and how to make the old guns per- 
form as accurately as they are reputed to have 
done in times past. 

It is certainly true that modern arms have 
never equalled some of the target records made by 
the old muzzle-loaders, but it is my opinion that 
the average shooter of today will do much better 
than the average shooter of yesterday ever did. 
Similarly, many stories have been circulated con- 
cerning the accuracy of the shooting of the West- 
ern gunmen of a few years ago. This side of our 
hobby has been run down recently by several 
authors, who are now of the opinion that the 
excellent marksmanship of those days was approxi- 
mately equal to hitting a dinner plate across the 
room. This is no shooting at al] and could be 
equalled by the novice after a few hours of prac- 


tice. The gunman owed his continued existence, 
not so much by his marksmanship as to his speed 
in getting his trusty forty-four operating. After all, 
they seldom had to shoot more than ten yards in 
a gun duel, and the one who drew and fired first 
lived longest. 


Courtesy Hartford Courant 


Dr. van Antwerp (recumbent in foreground) scoring a 
bullseye with one of his “old ones”—a muzzle-loading 
cap-shooter. 


Those collectors who are struck with the desire 
to shoot the old smoke sticks will find a challeng- 
ing job on their hands. It is easy to shove a cart- 
ridge into the chamber of the modern gun and 
pull the trigger, but the loading and operating of 
the muzzle-loaders is quite a different story. In 
the first place, all of the ancient arms were indi- 
viduals, with individual characteristics, and the 
load that would take the eye out of a deer at two 
hundred yards would only frighten the animal 
when fired from the next rifle off the lathe of the 
same gunsmith. 

There is little or nothing written about the 
basic principles of operating these guns, probably 
because everyone who was interested knew how to 
shoot them. There was no reason for writing 
manuals of instruction, as everyone had a tuto: 
in his father or older brother, and no one had 
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time for much “readin’” anyway. For that reason 


we must do our own experimenting today. 

In starting a collection without making mis- 
takes, it is necessary to make haste slowly. The 
best advice to be had is to send for a few cata- 
logues, which are always available from gun 
dealers, and study them carefully. Lately there 
have been printed some excellent books, which 
are reliable and informative. 

A new collector should select some particular 
field and adhere to it, in order that a nondescript, 
miscellaneous collection may be avoided. Sug- 
gested fields are: flint-lock pistols or rifles; mili- 
‘ary pistols or muskets; duelling sets, the product 
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of any one manufacturer; or those pistols taking 
a particular cartridge, such as the calibre .41 
short. In this way a thorough knowledge in a 
specialized field may be gained. 

It is my opinion that all physicians should 
select and ride a hobby. Many of us are doing so 
and getting much profit from it. Many more of 
us have always been going to, but never got around 
to it. It really doesn’t make much difference what 
the hobby it, as long as it offers an outlet for non- 
medical interest and an opportunity to forget 
medical cares for a time. I shall be glad to corre- 
spond with anyone interested in this hobby. 


Undercliff Sanatorium. 


* Fikes onl _Mdtnnabs * 


The Problem of the Bizarre Defense 


“Try to get Jethro Milbury’s note for that 
bill he’s owed since the year of the big wind. I'll 
discount it at the Sunnyside Bank,” Doctor Medico 
told his attorney; and three days later the doctor 
presented the note at the bank. 

“Your credit is good as gold,” the cashier as- 
sured him, “but, according to our rules, you'll have 
to get an endorser before we can discount it.” 

“Sure! I'll get my gardener to go on.” 

“Good enough,” the cashier agreed. The note 
fell due and Milbury failed to pay or promise to 
pay. 

“Of course, you'll have to take the note up 
sooner or later,” the cashier suggested, “but if you 
want to sue Milbury, we'll do it in the bank’s name. 
A good many doctors don’t like to get the name of 
suing people, no matter how richly they deserve it.” 

“Good idea,” Doctor Medico agreed. The bank 
sued, and Milbury set up a defense that the bank’s 
attorney declared to be unique. 

“When Doctor Medico got a third party (and 
his gardener at that) to endorse my note without 
my knowledge or consent, that was such a reflec- 
tion on my financial standing that it relieves me 
from paying the note,” was Milbury’s contention. 

“If such a defense has never been raised before, 
fight it out, at my expense if need be, and we'll 
make some new law,” the doctor urged. 

“The note shows, on its face, that Milbury was 
the maker thereof and that Doctor Medico was the 
payee, but Milbury now seeks to evade liability 
solely on the ground that the doctor obtained an 
endorser satisfactory to the bank, which thereupon 
discounted the note. Manifestly, that contention 
cannot be upheld,” said Judge Enright, and ordered 
judgment in favor of the bank. 


+ 
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How to Dodge Lightning 


Tux moment a thunderstorm threatens, get into 
the house, preferably into a large house. In the 
house, choose a spot near the center of the room. 
Stay away from windows, open doors, stoves, pipes, 
chimney, and fireplace. 

The most dangerous place to be is out in the 


open. About go percent of lightning casualties 
occur in rural districts. If no large barn or farm- 
house is in sight, do not make for a shed, booth, 
or small open barn. Keep away from tall, isolated 
trees, wire fences, poles, tractors, and other metal 
objects. Get away from beaches, swimming pools, 
and fishing ponds. Make for depressions, valleys, 
or dense woods. 

If you are in your car, it is the safest place. 
Recently, Dr. Gilbert D. McCann, in charge of 
Westinghouse lightning studies at East Pittsburgh, 
sat in a steel-topped sedan while bolts of 3,000,000 
volts of artificial lightning repeatedly struck the 
top. Steel topped busses and trains are equally 
safe.—Dr. P. L. BEtLAsucut, Sharon high-voltage 
Laboratory, Westinghouse Electric & Mfg. Co., 
in Science Supplement, Aug. 29, 1941. 
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Poems 
Lake 


ACORN OF GOD. By Georce Burt Lake, New York 
The Poets Press, Rockefeller Center, 1942. Price, $2.00 


66 ACORN OF GOD” is the fourth volume of poetry 

“4% from the pen of George Burt Lake. I commend it to 
all seekers after that honesty and that precision which is 
beauty. 

It is significant that Dr. Lake, who served as a medical 
officer of the army during a former World War, grace 
fully skirts the tragedy of the current one. Here is no 
“When will America awake?” protest; no tirade of 
vituperation. ““Books are my comrades, and stars,” he tells 
us in “Laus Maturitatis.” And again, in the same poem, 

“A great quietness fills 
All the rooms of my spirit.” 

Something of this tranquility pervades the pages of this 
most satisfying volume. 

The author is by no means unaware of ugliness and 
strife. Rather, he is preoccupied with beauty. There is an 
eagerness, too, in his universality; and a zest for living 
He loves the “day, packed full of life’s enduring stuff,” 
for its beauty and for its potentiality: 

“So I must feel with all I am, and see, 
Each moment, vividly, nor miss my chance 
This is the hour! Life will not wait for me.” 

The printing, binding and general bookwork are thor 
oughly satisfying. 

“Acorn of God" is more than escape. It is reassurance; 
and it is re-dedication to the fundamental values of life 

Rutn Crary Crovcs. 
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Ill Neurocireulatory Asthenia 


Neurocirculatory Asthenia as Seen by An Internist 


By 


Dan G. Stine, A.B., M.D., F.A.C.P., Columbia, Mo. 
Prof. of Medicine. Univ. of Mo. School of Med. 


| hate the yea large groups of people are 
gathered together and subjected to any degree 
of nervous strain, a certain number will develop 
evidences of nervous fatigue. Among troops in 
warfare, this condition is a frequent and some- 
times exaggerated one. It has been noted by many 
observers in many wars and has been described 
under many names. 

One of its many and, in some individuals, its 
chief manifestation is the loss of vagus inhibitory 
control over the heart,* presenting a strikingly 
subjective and objective group of symptoms. This 
condition has been given many names: “Irritable 
heart of soldiers,” “soldier's heart,” “effort syn- 
drome,’ ‘“‘neurocirculatory asthenia,” “cardio- 
vascular asthenia,’ “cardiac instability,” “‘vagas- 
thenia,” etc. 

At the University of Missouri, where we have 
several thousand students under medical observa- 
tion, we have frequently observed it as a part of 
that fatigue neurosis called neurasthenia or nervous 
exhaustion. It is a part of the nervous fatigue 
symptoms appearing in students whose program 
of study, plus work for earnings, or study plus 
extracurricular activities, is too great for them; or 
in students whose work, plus some emotional stress 
or strain, has exhausted them. 


Symptoms 

Clinically, the syndrome of symptoms is as 
follows: The student comes into the outpatient 
clinic of the Student Health Service complaining 
of difficulty in concentration during study. He 
takes up his textbook and has to make a conscious 
effort to grasp the contents of the printed page. 
Very soon this effort of concentration produces 
nervous irritability and he can study only for 
short periods of time. He finds the same difficulty 
in paying attention during lectures and it becomes 
difficult for him to sit through the whole lecture 
hour. 

Next, he experiences difficulty in sleeping 
either in getting to sleep, or he complains of 
awakening suddenly in the night and being unable 
to go back to sleep. There is something distinctly 
disturbing about these wakeful periods, because 
the patient learns to dread the nights and this 
probably adds to his insomnia. 

Next the patient complains of many distressing 
bodily symptoms: A heavily-beating heart; a sensa- 
tion of heat or of coldness over his body; or cold 
hands and feet, which may be due to excessive 

*“The Vagohypotoni« 
Vol. 38, No 147-151 
Function.” Ann. Inter 


Individual.” J. Mo. St. M. A 


“A Method of Testing Cardiac 


Med., Vol. 13, No. 5, Nov., 1939. 


sweating of the palms and the plantar surfaces « 
his feet. The hands and feet are somewhat cyanoti 
when dependent. This cyanosis may even involv 
the forearms and lower legs. The heart is too 
demonstrative, and there may be short attacks of 
auricular fibrillation. He may complain of pai: 
and discomfort in the region of his heart. H: 
complains of a feeling of vibration over his bod, 
and a feeling of palpitation in his abdomen. How 
severe the cardiovascular manifestations of his 
fatigue syndrome are, is dependent upon how 
stable the autonomic nervous control of the in 
dividual is. 

These evidences of disturbance of the autonomi 
nervous system may become profound. In thos 
individuals with a better-stabilized autonomic nerv- 
ous system. with competent vagus control of the 
circulation, these circulatory disturbances may bi 
minimum. 

There are usually some mental manifestations of 
this disorder, depression, apprehension, and a: 
overwhelming feeling of futility. How severe these 
mental manifestations may be and how easily the 
cause may be rationalized by the individual de- 
pends upon the rather indefinite criterion of how 
stabilized is his emotional balance. 

As I see it, the condition that is typically termed 
neurocirculatory asthenia, is simply the fatigu: 
condition that so often is called neurasthenia, 
nervous exhaustion, etc., in an individual who 
constitutionally has poor vagus control over his 
circulatory apparatus, and that in these individuals 
the objective and subjective symptoms of circula- 
tory distress are more notable than in the averag: 
individual suffering from nervous fatigue. 


Diagnosis 

The diagnosis, to the experienced observer, 
easy. The unfolding of the picture portrayed by 
the patient’s complaint is very uniform, modif 
only by the degree of cardiovascular disturbances 
that may be present in that particular patient 
remembering always that, in the average neu: 
thenic patient, the cardiovascular symptoms 
trivial or absent. 

Physical examination reveals no physical 
planation for the many distressing subjective syt 
toms complained of. With the exception of tre: 
evidences of a too demonstrative heart, o1 
aggerated vasomotor reflexes, no abnormal phy 
signs may be observed. 


Prognosis 
The prognosis is good, unless the conditi: 
complicated by some other physical or mental 
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ness. There seems to be a definite tendency to re- 
covery, although this is usually slow, covering 
months and sometimes years of time. In the more 
severe cases, the patient develops two fixed ideas: 
One is that he will never recover, and the other 
is that his mental distress will eventuate in insanity. 
For this reason, more severe long-continued cases 
of neurasthenia develop a greater or less urge to 
self-destruction. This gives us our only bad 
prognostic symptom. 


Treatment 

Rest is the only cure for fatigue. This means 
long-continued profound mental and physical rest. 
If any disturbing emotional problem is contributing 
to the exhaustion of the patient, it is well to call 
for the help of a psychiatrist to direct the patient’s 
rationalization of his problem. 

To obtain complete mental rest it is necessary 
to educate the patient until he has a complete 
understanding of the cause and effect of his con- 
dition. The patient tends to lean heavily upon his 
medical advisor during his period of illness, and it 
is necessary for the physician to continually re- 
assure him that, first, he will completely recover, 
and second, that his condition will not lead him 
through the portals of a madhouse. 

Medical treatment is peculiarly unavailing; even 
his insomnia stubbornly resists the exhibition of 
hypnotics, so that his treatment can be sum- 
marized as: Rest, protection, education, and 
patience. 

+ 


Neuropsychiatric Aspects of 
Neurocirculatory Asthenia 


By 
Meyer Sotomon, M.D., Chicago, Ill. 


Asso. in Nerv. and Ment. Dis. Northwestern 
Univ. Med. School 


Like the term shell shock, neurocirculatory asthe- 
nia is ordinarily a diagnosis in military and not civil 
life, and has as synonyms the following: effort 
syndrome (generally used by the British), DaCosta 
syndrome, soldier’s or aviator’s heart, irritable heart, 
D.A.H. (disordered action of the heart) cardiac- 
neurosis, vagotonia, and vegetative nervous system 
or autonomic imbalance. 

Neurocirculatory asthenia is not a distinct, homo- 
geneous, Clinical diagnosis, but a purely descrip- 
tive term for a syndrome of varied symptomatology, 
signs, and etiology, with major symptoms of neuro- 
psychic and circulatory nature, plus increased sus- 
ceptibility to fatigue, not due to malingering and 
not due to direct toxic, infectious, or pathologic 
organic structural tissue changes or causes (cardio- 
vascular, thyrotoxicosis, pulmonary tuberculosis, 
etc.). 

It may be complicated by the coexistence of 
organic (especially cardiovascular and pulmonary), 
toxic, or infectious syndromes, which may occa- 
sionally be responsible for the onset but not for 
the continuation of the symptoms. 


Manifestations 

The manifestations, both objective signs and 
subjective symptoms, are fully discussed in the 
literature and consist of physiologic (vegetative, 
skeletal, and neurologic) and psychologic (mainly 
emotion, mood, and outlook) phenomena, in vary- 
ing combinations. No single symptom or clinical 
condition is basic; the psychologic aspects are often 
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neglected ; it is really a psychopathologic-emotional 
syndrome, with exaggerated manifestations of 
healthy reactions to life situations, effort, etc. Such 
symptoms are brought on by effort in normal 
people but, in patients with this syndrome, by 
unduly slight effort. In fact, effort or hard work is 
not necessarily connected with the onset nor is it 
necessarily a precipitating factor. The patient 
develops belief in the existence of heart disease, 
fears the harmful effects of exertion or work, and 
blames his condition on effort, hard work, weather, 
living conditions, etc. 

Some persons show neurocirculatory instability, 
especially psychologically, on appearing before ex- 
amining boards; others while undergoing training; 
others after terrifying experiences, such as repeated 
air raids. 

Some individuals break at once; others late, es- 
pecially when the stress and strain are too long con- 
tinued. There is a limit to the endurance of each 
one of us. 

Mechanism, Causation, and Nature 

The syndrome is a total-personality, or organis- 
mic, or psychophysiologic (also called psychobio- 
logic or psychosomatic) reaction or disorder, the 
result of the impact of the personality-at-the-mo- 
ment and the total external social situation, with 
multiple causes or factors and with individualiza- 
tion in each case. The approach should, therefore, 
be sociopsychobiologic. 

The psychobiological, personality, or organismic 
factors, internal and predisposing, include consti- 
tutional instability of whatever origin, previous 
neurotic traits (especially prejudices and fears), 
emotional and personality maladjustment, previous 
symptoms (often neglected), early childhood and 
family experiences (suggestions and misdiagnosis 
in childhood, early indulgence, over-protection and 
spoiling), fear of military duty, rebellious resent- 
ment of authority, fears of various types, etc. A 
temporarily weakened physical machine, from ex- 
haustion, infection, or insufficient sleep, may be 
contributory. 

The psychosocial, external, environmental factors 
include problems connected with the war: difficult 
adjustment to army life, such as dislike of army 
routine or the assigned work; occupational mal- 
placement; uncongenial company; painful experi- 
ence; added responsibilities as a result of promo- 
tion; plus mental conflicts centered about personal 
problems, with anxieties and disappointments on 
leaving business, home, and family, financial and 
domestic troubles, and the like; suggestions, after 
onset, from repeated physical examinations, espe- 
cially of the heart, or from incorrect diagnosis of 
heart disease; or the struggle between the sense of 
the duty of carrying on and a blind wish to with- 
draw from the demands of reality. 

The psychiatric state varies, often being a com- 
bination of two or three of the following clinical 
pictures; anxiety state or neurosis (acute or chron- 
ic), depression, hysteria (with motives, not fully 
conscious, of psychologic or even material gain from 
illness), unstable or so-called psycopathic person- 
ality, hypochondriasis, neurasthenia or fatigue neu- 
rosis (occasionally temporarily initiated but not 
continued by post-infectious or organic disease), 
and even schizophrenia and obsessional neurosis 
(socalled psychasthenia) . 

Management and Outcome 

There is no uniform plan of treatment. 

Management includes a carefully-taken, accurate, 
unhurried, sequential history; a careful physical 
examination, with exclusion of organic disease as 
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causative, including heart disease, thyrotoxicosis, 
and tuberculosis; and prompt management at the 
onset. 

Do not handle such patients as if all the symp- 
toms were merely physiologic signs of fear. Study 
the individual, his environment, privations, discom- 
forts, reactions, past life history; try to gain his 
confidence. One-half to one hour spent in full 
explanation at the onset, or at least at the first 
medical consultation, with a definite plan of treat- 
ment, may save much time—even months and years 
of invalidism—plus money spent on hospitals, doc- 
tors, and medicines. Systematic occupation is as 
important as physical exercise; avoid too much 
stress on the latter alone. 

Psychologic treatment includes suggestion, per- 
suasion, explanation, and reeducation; mere ra- 
tional proof and firm contradiction alone are not 
sufficient to remove fear of heart disease and all 
danger to life. Simple explanations, understood 
and accepted by the patient, without resentment or 
shame on his part, are basic. Hypnosis is not gener- 
ally necessary. A few need prolonged, intensive 
psychologic analysis and personality study of their 
past and present life. 

Those with acute anxiety and acute depression 
are best treated in a relatively safe, quiet spot in 
the early stage; while those with hysteria, psycho- 
pathic personality, hypochondriasis and chronic dis- 
order are best cared for at places with conditions 
approximating ordinary risks and discomforts. 

The unit physician, not a psychiatrist, is impor- 
tant in causation and prevention by taking prompt 
and firm measures, reassurance and guidance with- 
out reference to the psychiatrist or hospital. Do not 
label the patient “D.A.H.”’ (socalled disordered 
heart action), or even effort syndrome, since this is 
bad psychology. Harm is done, in army and civilian 
life, by faulty handling, diagnosis and suggestions. 

Tell the man simply that the symptoms will 
clear up as the nervous condition disappears. It is 
not a good policy to keep these patients in the 
hospital until temporarily free from all symptoms, 
since they may want to return to the hospital later, 
as soon as they feel any symptoms returning. Get 
them back to their units as rapidly as possible, with- 
out waiting for a socalled complete cure. Medical 
officers of units should not refer all such cases 
as out-patients to specialists or as in-patients to 
hospitals. 

When the symptoms follow infection or organic 
disease, the diagnosis and treatment should be as of 
convalescence from such conditions. Do not men- 
tion a diagnosis of neurocirculatory asthenia or 
effort syndrome before the patient, and do not let 
him see his diagnosis. 

It is clear that the outcome depends on the total 
combination of factors in each individual case. 
Recent British reports show approximately 20 per- 
cent apparent recoveries; 20 percent discharged as 
unfit for military duty; and 60 percent returned to 
army for light duty. Of the latter, six months later, 
one-third were doing well; one-fourth moderately 
well; and three-sevenths had been invalided out. 

Recovery depends on many internal and external 
factors: the individual’s aptitudes and attitudes and 
the life conditions. One must consider the total 
equipment, physiologic and psychologic, of the par- 
ticular person, with the special requirements of 
daily life in the army as he will have to meet it. 
Essentially, the problems are the same as in civil 
life, in industry, following injury, and in insurance, 
legal and compensation cases. 
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Subnormal Temperature in 
Neurocirculatory Asthenia* 


Nevrocmutatory asthenia, or “soldier’s heart,” 
causes many difficulties in diagnosis and is one of 
the commonest causes of invalidism among soldiers 


In studying 9 patients whose temperatures were 
consistently subnormal, it was found that all of 
them had most, if not all, of the signs and symp- 
toms (gastro-intestinal disturbances, vague aches 
and pains, dizziness, weakness, cardiac discomfort, 
etc.) characteristic of the syndrome called “neuro- 
circulatory asthenia,” “soldier’s heart,” “effort syn- 
drome,” and several other names.! 


Most of these men had a slow pulse, and low 
blood pressure and basal metabolic rates (B.M.R 
in addition to low temperatures. In one case the 
temperature varied between 96.3° and 97.8° F.; 
the pulse rate between 42 and 66; the blood pres- 
sure between 82/52 and 97/63; and the B. M. R 
between minus 17 and minus 25. 


The patient just mentioned (a Jewish hous: 
painter, age 50) consulted many physicians, w! 
had told him that his pains suggested lead poison- 
ing; his low B. M. R., hypothyroidism; his slov 
pulse, heart block; and that his low blood pressure 
was the cause of his trouble. As a result, he had 
undergone a number of minor surgical operations 
and expensive laboratory examinations, and had 
taken many medicines, all of which did him 1 
good. 


Unless patients of this type are correctly diag- 
nosed, they may receive much useless treatment 
and be given tasks that are beyond their limitations 
When organic causes have been ruled out, psyc! 
therapy and physical therapy are helpful. 

Hosart A. Reman, M.I 

Philadelphia, Pa. 


*J. A.M. A., Nov. 9, 1940, p. 1606. 
1. Lewis, Thomas: “The Soldier’s Heart and 
Syndrome.” 2nd Ed. Shaw & Son, London, 1940. 





Problem No. 4 (Surgical) 
Presented by B. C. Barnes, M.D., 
Des Moines, Ia. 

(See Ciin. Mep., Apr., 1942, p. 118) 


Recaritutation: A moronic girl of 18 years, in 
good general health, complained of severe, “stick- 
ing” epigastric pain, not relieved by food and 
becoming worse. She had a normally-born baby 
2 years ago, and 9 months ago her appendix and 
tubes were removed, but the pain was no better. 
She thought she had slight jaundice several months 
ago. She vomited occasionally. 

A complete physical examination showed only 
tenderness in the epigastrium and right upper 
quadrant. 

A complete laboratory examination, including 
x-ray studies of the abdomen, chest, and bile 
passages, was negative, but an operation for sus- 
pected gallstones proved that diagnosis wrong. 

Requirements: State your tentative diagnosis, 
with reasons. What further information would 
you require, and why? 


ae 


Discussion by W. B. Palmer, M.D., 
Furman, Ala. 


A human being is the most complex psycho- 
physico-chemical structure on this globe. Not 
only the supposedly diseased organ must be con- 
sidered, but also the psyche, as well as the anatomy, 
physiology, and chemistry of the closely inte- 
grated human body. 

Pain in the upper right abdominal quadrant 
may be symptomatic of many conditions, such as 
renal disorders not demonstrated by urinalysis; 
gastric, but more particularly duodenal ulcers; and 
many other diseases. 

Epigastric pain can be caused by obstruction in 
the bile ducts or an undetected stone or stricture 
of the common or hepatic duct. The pain in the 
hepatic duct often radiates towards the heart, so 
a diagnosis between it and coronary diseases must 
be established. Even hernia through the diaphragm 
must be kept in mind. 

We are often not clinically conscious of diseases 
of the pancreas, other than dysfunction of the 
islands of Langerhans, carcinoma, or hemorrhagic 
pancreatis, with or without necrosis. We should 
consider a possibility of pancreatic stone. Roent- 
genograms may be deceptive, unless the duodenal 
tube is inserted and held in place until the 
roentgenogram has been finished. An edematous 
head of the pancreas might have compressed the 
common bile duct, causing the jaundice reported. 

If a stone is suspected, differentiation from other 
disease states must be made. Acute pancreatis is 
common and can exist without the presence of 
stones. The diagnosis of “acute indigestion’ is 
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often made on account of the rapid subsidence of 
the symptoms. The epigastric pain of acute pan- 
creatitis radiates through to the back, after start- 
ing in the upper right quadrant—though some- 
times in the left, and frequently in the lower back. 

A severe pain in one region often obscures a 
lesser pain in another region. In case of doubt, 
a blood test for high amylase values will be de- 
cisive as to some pancreatic disturbance, and the 
relatively rapid decline in the quantity of blood 
amylase would be strong evidence of acute pan- 
creatitis. For amylase determination, the reagent 
must always be freshly prepared. A most careful 
laboratory control is necessary, so it should be con- 
ducted in a well-equipped laboratory by a techni- 
cian skilled in such tests. The country practitioner 
has to rely upon clinical symptoms, but he can draw 
the blood in a special Keidel tube during the at- 
tack, and have the blood examined subsequently, 
so that he will be prepared for future attacks. 

Should an attack of acute pancreatitis be sus- 
pected, drop a 1/150 gr. (0.43 mg.) hypodermic 
tablet of nitroglycerin under the tongue and repeat 
the dose every few minutes for two or three doses, 
if necessary; or ephedrine can be given. If these 
fail, give morphine sulfate, hypodermically. The 
nitroglycerin will be effective also in certain types 
of biliary colic, as it dilates Oddi’s sphincter. Warm 
local applications aid. After the crisis, some advise 
giving raw pancreas, but this is not easily obtained, 
so give pancreatic extract or pancreatin. If there 
is a stone, give hydrochloric acid, as some say it 
will dissolve some of the stone and render future 
operation less difficult. 
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Discussion by L. G. Frith, M.D., 
South Bend, Ind. 
{y tentative diagnoses in this case are: 
Diaphragmatic hernia. 
Chronic pancreatitis. 
Esophageal spasms. 


a 
9. 
Q 
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1. A diaphragmatic hernia may show increasing 
epigastric pain of a severe, sharp, sticking char- 
acter, with radiation to the back, the right side, 
or to the front, depending upon the direction of 
pull of the diaphragmatic fibers involved. The 
fibers under strain would cause a dull, aching pain, 
which would respond to the relaxing effect of 
external heat. There may or may not be vomiting 
associated. I have just such a case of esophageal 
hernia under treatment at this time. 

The diagnosis is by x-ray studies, yet it mav be 
overlooked easily. A history of severe pain follow- 
ing increased intra-abdominal pressure would be 
of assistance. 

2. Chronic pancreatitis may give symptoms of 
recurring epigastric pain, indigestion, and tender- 
ness. The examination of the stool for clay color 
and fat, in the presence of glycosuria, would help 
The presence of fat necrosis in the abdomen at the 
time of the gallstone operation would be diagnostic 
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3. Esophageal spasms may cause epigastric pain, 
radiating to the back, and remaining as a dull ache. 
There may be occasional vomiting. The roentgeno- 
gram may be normal, but one would expect some 
contracture. The diagnosis may not be made with- 
out direct visualization of the cardia of the 
esophagus. + 


Discussion by L. E. Williams, B.S., M.D., 
Kansas City, Mo. 


In evaluating the subjec- 
tive symptoms complained 
of by subnormal individuals, 
we should consider their en- 
vironment and the atmos- 
phere of their home life. 
Too frequently such in- 
dividuals are constantly 
reminded of their mental 
inferiority, receiving sympa- 
thetic attention only when 
they are ill, and are often 
driven to introspection and 
melancholy. They, there- 
fore, find more pleasure in 
sickness than in health. 

The persistency and constancy of the character 
and location of the same symptoms in this in- 
dividual bear the label of genuineness, and we 
must endeavor to find the pathosis responsible for 
them before we label them “neurotic” or “psy- 
chogenic.” It appears that this patient has been 
thoroughly examined and the findings carefully 
studied. My only suggestion for further study is 
that she be examined by a neurologist. 

Epigastric pain and tenderness, tenderness in 
the upper right quadrant, and vomiting are com- 
mon to many diseases, due to the close proximity 
of several organs in this region and the superficial 
localization of their referred pain. The absence of 
fever and leukocytosis excludes all acute inflamma- 
tory conditions. As the patient has had a previous 
leparotomy we naturally think of adhesions, but 
she had the same symptoms before the operation 
that was performed to relieve her of them. 

The previous operation has eliminated appen- 
dicitis, as well as pelvic pathoses, from our con- 
sideration. Tuberculosis of the spine and diseases 
of the lungs are likewise eliminated by the physical 
findings and the roentgenograms. Renal tumor or 
calculus, floating kidney, and hydronephrosis may 
be considered, but are immediately discarded be- 
cause of negative urinary findings, the character 
of the symptoms, and the absence of a mass after 
nine months. Pancreatic disease may cause epi- 
gastric pain and vomiting, but the absence of a 
history of diarrhea or hyperglycemia, and the 
healthy appearance of the patient, are against it. 

Gallbladder disease certainly must be considered, 
because of the upper-right-quadrant tenderness, 
history of jaundice, pain, and vomiting, but gall- 
bladder pain is colicky in character and is referred 
to the right shoulder rather than to the back. The 
operation seems to have excluded this condition. 

Impaction of the hepatic flexure of the colon 
might conceivably cause epigastric pain by press- 
ing upon the visceral nerves, and an impacted 
transverse colon may cause pain in the back, but the 
mere fact that we must presuppose the existence of 
both conditions to account for the pain in the two 
separate locations excludes the probability of either 
condition. 

The patient being of subnormal mentality, we 
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should think of foreign bodies in the stomach, such 
as balls of hair or the remains of ingested fruits. 
Such conditions, if present, should have been re- 
vealed by the roentgenogram. 

Epigastric pain and vomiting are common to 
both gastric and duodenal ulcers. In these con- 
ditions, however, the pain is more or less localized 
and non radiating. In gastric ulcer the pain follows 
eating, while in duodenal ulcer it is relieved by 
eating. In gastric or duodenal ulcer of nine 
months’ duration the patient would probably show 
some degree of emaciation or undernourishment. 
The roentgenograms of the gastro-intestinal tract 
were negative, thus eliminating it as the causative 
factor. 

The disturbance is apparently extra-abdominal 
If so, we should expect to find the lesion some- 
where along the course of the nerve or nerves 
which supply the organs from which the pain is 
referred. We know that the visceral sensory nerves 
which supply the liver, stomach, and gallbladder 
come from the spinal cord in the region of the 
sixth, seventh, and eighth thoracic vertabral seg- 
ments. As these organs appear not to be diseased, 
although the site of the pain seems to incriminate 
them, the lesion is probably in the spinal cord in 
the region of origin of the nerves which supply 
them. I think the aching, sticking, and radiating 
character of the pain, which is alleviated by heat, 
is consistent with a spinal cord lesion. The negative 
spinal fluid and the absence of any motor disturb- 
ance, after nine months, do not nullify such a 
possibility. As the progress of the disease has been 
slow, my tentative diagnosis is an extra-medullar) 
tumor of the spinal cord. If this is correct the 
treatment is surgery. 

+ 


Solution by Dr. Barnes* 

At operation, a small ulcer was found on the 
posterior surface of the duodenum. The gall- 
bladder was perfectly normal, as was the common 
duct, and no stones were palpable. A left ovarian 
cyst was also found, which ruptured during palpa- 
tion. No surgical procedure was carried out for 
the ulcer, on account of her youth and the fact 
that medical treatment had not been tried. 

Final Diagnoses: Duodenal ulcer; left ovarian 
cyst; pelvic inflammatory disease. 

Reasons for error: Too much reliance was placed 
on fluoroscopic examination of the stomach and 
duodenum, a few minute shadows in the cholecysto- 
gram, and a history which was inadequately taken. 
Detailed questioning brought forth the fact that, 
although food did not relieve the pain at once, 
she did feel better half an hour after eating. 
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Comments by George B. Lake, M. D. 
Waukegan, IIl. 

If this problem has served no other purpose, 
these discussions, by careful observers, have em- 
phasized the fact that a roentgenogram cannoi 
make a diagnosis, however much it may assist us 
in doing so. This also applies to Dr. Williams 
diagnosis of spinal tumor, though the spine was 
reported roentgenologically negative. 

Another point that is brought out is that, in tak- 
ing a history, especially that of a young or men- 
tally subnormal person, we must be much mor: 
exhaustive in our questioning. If this girl had 
been asked how long the pain lasted after eating, 
or whether there were any periods of freedom fron 


“Presented before the Friday Morning Clinic, Bri 
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or diminution of pain, and if so when, the food- 
pain relationship would have been established. 

The problem does not state whether the fluor- 
oscopy and roentgenography were performed with a 
barium meal, though one assumes that they were, 
but in a difficult case, more than one such study 
should be made. There is no record of an exam- 
ination of the stomach contents, which seems to 
have been indicated. 
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Problem No. 6 (Medical) 


Presented by George B. Putman, M.D., 
Marceline, Mo. 


A vousr 15, 1941, a 23-year-old unmarried white 
girl complained of severe colicky pains in the 
right lower abdominal quadrant, which she mis- 
took for appendicitis. She had been sick for about 
12 hours and had vomited several times. Further 
questioning brought out that she had not felt well 
since her last menstrual period, June 20, and that 
her bowels had always been costive, particularly 
during the past six months. 

Physical examination showed some carious teeth, 
but was otherwise negative except for the abdomen, 
which was moderately distended and tympanitic. 
There was a large mass filling the right upper 
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quadrant, and only the edge of this (about Mc- 
Burney’s point) was tender. Her temperature was 
99.5°F., pulse, 96; respiration, 18; leukocyte count, 
13,400, with polymorphonuclear neutrophils, 72 
percent. Blood chemistry findings were within nor- 
mal limits, and blood cultures were negative. 

In the next few days, the leukocyte count fell 
to about 9,000 and the urine remained negative. 
Her red blood-cell count was 4,000,000; hemo- 
globin, 78 percent; and she presented a definitely 
toxic picture. The Wassermann test was negative 
and she denied the possibility of pregnancy until 
confronted by a positive Aschheim-Zondek test. 
Her abdomen remained tympanitic, although her 
bowels did move. Bimanual examination revealed 
a uterus the size of an eight-weeks pregnancy. The 
right upper quadrant remained apparently the 
same. 

During the next two weeks she vomited almost 
every day and complained of considerable nausea. 
She apparently had considerable pain when on her 
feet, but this was not marked when she was in bed. 
She was rapidly becoming worse and presented a 
toxic appearance. 

Requirements: What further investigations 
should be made to establish a diagnosis? Give 
your tentative diagnosis, with reasons, and suggest 
treatment. 
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POINTERS IN ABDOMINAL DISORDERS* 
Except in emergency, no one should ever open the human abdomen unless 
he is competent to deal with any surgical condition which may be found there. 
In treating all inflammatory conditions, the first principle is, remove the 
cause if it is still acting; and the second is, give rest to the inflamed part. 
Do not forget that the pain of colic is relieved by pressure—watch the 
patient try to relieve it! Remember that pressure increases the pain if any 


peritoneal inflammation exists. 


Tenderness alone never means anything of a serious nature. 
Pancreatic tumors are the least movable growths found in the abdomen. 
Always look for fat in the stools, and try for the Cammidge reaction if you 


wish to exclude disease of the pancreas. 


Do not forget the viscera which move with the diaphragm when palpating 


abdominal growths. 


Always try to make out the presence of free fluid in the peritoneal cavity 


in all conditions accompanied by icterus. 


Never forget that falls or blows on the abdomen may rupture a viscus and 


give no surface mark whatever. 


Bear in mind that stricture of the bowel may form later as a sequela of a 


seemingly very slight injury. 


*From “Golden Rules of Surgery,” by A. C. Bernays, M.D., M. R.C.S., ¢ 


*. V. Mosby 
Co., 1917. 
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BRAVERY 


The generality of men expose themselves in battle sufficiently to save their 
honor; but few are always willing to expose themselves as much as ts necessary 
to assure the success of the undertaking on account of which they expose them- 
selves—La ROCHEFOUCAULD. 


+ 
DEDICATION TO SERVICE 


Each morning should bring to every doctor a restrengthening of his resolu- 
tion that this day his service will be such that no experience of suffering shall 
come to any patient through a relaxation of his diligence. 


—Dover Street Clinic Review. 
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Prophylaxis of Ringworm in Army 
Camps and Barracks 


Tue skin between the toes, the nails of the feet, 
and the groin region of all the men should be 
examined periodically, and the men found in- 
fected with ringworm should be treated. If the 
incidence of infection is very high (more than 
50 percent), it may be time-saving to order active 
treatment for all persons. 

Treatment of the infected 
rational. Hyperkeratotic lesions require kerato- 
lytic remedies (chemical reducing agents in 
greater than six percent concentration). Salicylic 
acid in less than six percent strength has no 
ringworm-preventive action on the skin, when 
used as a powder. (The Prescription for the 
Skin, New York St. 7. of Med., March 15, 1941, 
p. 590). 

A formula for the treatment of the hyper- 
keratotic lesions of tinea infectation, particu- 
larly valuable for men required to do field 
duty, is: 

R Tincture of Iodine 10. to 30. 

Tincture of Aconite 10. 
Alcohol 

Its application does not expose the feet to the 
possibility of extensive keratolytic activity and 
subsequent unfitness for the duty of the soldier, 
such as occurs with conventional miscalled Whit- 
field Ointment or its substitutes and modifica- 
tions. (Epidermophytosis Pedum et Manuum, 
Arch. Derm. & Syph., May, 1921, p. 651.) 

Menthol, camphor, salol, and choral hydrate 
are inhibitors or preventives of ringworm, afford- 
ing a gaseous attack on the organism. (Ring- 
worm Prevention with Salol and Choral Hydrate, 
Cun. MeEp. AnD Surc., March, 1931, p. 204). 

Topical application of chrysarobin, 5 percent 
in chloroform, acts well. The solution should not 
be given to the patient, but should be applied 
by a trained orderly, nurse, or physician, and 
limited to the advancing margin of the groin 
lesions. 

Vesicular and denuded infected skin areas 
should not be subjected to further keratolytic 
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action by chemicals of the reducing group. They 
should be treated with oxidizing agents, such as 
a weak solution of potassium permanganate. 
Tincture of iodine, half-strength or quarter- 
strength, in ethyl or isopropyl alcohol, is advised 
for topical application. 

It is important to consider the gluteal fold and 
the cleft above the anus as regions of infection, 
in both curative and preventive applications. Pre- 
vention of reinfection of the clinically cured, and 
prevention in the non-infected, is important. 

The evidences of clinical ringworm infection 
of the groin and toe spaces should be publicized. 
Men suspicious of infection should be urged to 
report for medical inspection. All men should be 
instructed in prevention. Hygienic precautions, 
such as thorough washing and drying of clothing, 
towels, bed clothing, etc., should be instituted. 
Toilet seats should be scoured. Men should be 
warned never to touch the ground, or the floor of 
a bathroom, latrine, bathing pool, etc., with bare 
feet. 

A powder should be available for dusting be- 
tween the toes, into the socks, into the shoes, and 
between the thighs. The formula for a ringworm 
preventive powder is. 

R Salol 2. 

Terra silicea purificata (sterile) 100. 

This has been found efficacious in preventing 
linea of the toes among men at a large gym- 
nasium. 

HerMAN Goopman, M.D. 

New York City. 
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Medico-Military Notes will, hereafter, be 
found at the end of this Department. 


+ 
Sudden Blindness 


™ 

Sometimes vision, in one or both eyes, is lost 
suddenly, the cause usually being disturbance o! 
the circulation of the retina. If the trouble i 
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merely a spasm of the arterioles or a functional 
or toxic condition, such as sometimes occurs in 
migraine or following eclampsia or the taking of 
some drug, such as quinine, the blindness may last 
only a few minutes or hours, and then clear up 
entirely. However, the patient should see a com- 
petent ophthalmologist promptly to make sure that 
the condition is not serious. 

Hypertension is the cause of many of these eye 
disorders, including retinal hemorrhage, after which 
vision may return to normal, or nearly so, when 
the clot is absorbed; but the underlying disease 
should be treated by diet, elimination, weight re- 
duction, rest and all other measures used in cases 
of high blood pressure. 

Hypertensive patients who have had eye symp- 
toms should be especially careful to avoid severe 
coughing, straining at stool, and other sudden and 
severe efforts that put an undue strain on the 
delicate vessels in the retina——Irvinc S. CuTTeER, 
M.D., in Chicago Tribune, Feb. 3, 1941. 


+ 
Effectiveness of Laxatives 


By GIVING normal individuals an average dose of 
each commonly used laxative, together with a 
barium meal, it was found possible to study their 
effects on the bowel. 

| Magnesium 


sulphate 1. Delayed gastric emptying. 


and 2. Retention of fecal matter 
Magnesium after 48 hours, despite fre- 
citrate quent evacuations. 


. Delayed gastric emptying. 
. Satisfactory and complete 
evacuation of bowels. 


Castor oil 


. No alteration in gastric 
emptying. 
. Complete evacuation. 


Licorice 


Powder 


. No effect on stomach. 
. Slight increase in emptying 
time of colon. 


Cascara 


Licorice and castor oil produce the most com- 
plete and satisfactory evacuation of the colon.— 
S. Bruck, M.D., in Radiol., Feb., 1942. 
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Local Hemostasis with 


Rabbit Thrombin 


Lasoratory and clinical observations indicate 
that rabbit thrombin is of distinct value, when 
used locally, in the treatment of hemorrhage from 
small wounds produced experimentally or occurring 
spontaneously. It has been used successfully in 
the treatment of 9 patients with hemorrhagic 
diethases and two with hypertension and epistaxis. 

This material apparently accomplishes its results 
by the instantaneous precipitation of fibrin. No 
toxic symptoms followed its local application to 
small wounds. 

Thrombin is very toxic when given parenterally, 
and may cause generalized thrombosis, so it should 
be used cautiously——Eucene L. Lozner, M.D., 
et al., in A. F. Med. Sc., Oct., 1941. 
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New Examining Glove 


Mosr physicians now use a rubber glove (not 
gloves) when making vaginal, rectal, and other 
somewhat similar examinations, and the usual 
operating gloves with their long wrists, that come 
in pairs (so that, when used in this way, one 
must be discarded), are rather cumbersome and 
expensive for this purpose. 


Courtesy Pioneer Rubber Co. 


Fig. 1: The Pioneer Quixam Glove 

A new type of examining glove, the Pioneer 
Quixam (see Fig. 1) is now available. It comes 
only just above the ball of the thumb, so that 
it is easily put on and removed, and every glove 
is so constructed that it can be worn on either 
the right or left hand with equal ease. 


+ 
Nonsurgical Cure of Ventral Hernia* 


Tue surgical treatment of inguinal and similar 
hernias is highly successful and the risks to the 
patient are slight; but this is not true of spon- 
taneous or postoperative ventral hernias, in which 
the surgical treatment is difficult, if not impossi- 
ble; the immediate result is often unsatisfactory; 
the probability of recurrence is high; and the 
danger to the patient is considerable, especially 
when (as often happens) he is a poor surgical risk. 

For these reasons I have devised a nonsurgical 
method of treatment for these cases, which has 
resulted in apparent cure (the permanence of 
which time will reveal) in 2 cases of spontaneous 
ventral hernia, resulting from general physical de- 
bility, and 2 occurring postoperatively, one of 
which recurred three times after operation. 

The basis of these lesions is weakness of the 
abdominal muscles, which is aggravated, or even 
caused, by wearing an abdominal belt or supporter; 
and the treatment is directed to strengthening 
these muscles and to reducing the intra-abdominal 
pressure caused by excess fat and gas. 

The patient is given large doses of vitamin B, 
(thiamin), parenterally, on alternate days, for 
three weeks, and is directed to lay aside his ab- 
dominal belt and begin walking every day, at first 
on the level and very carefully, and gradually 
increasing the length and severity of his consti- 
tutional, being sure to stop short of fatigue. One 
patient who, at first, could take only a short stroll 
in the courtyard of his house, was finally walking 


5 kilometers every day. 


“Read before the National Academy of Medicine of 
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Exercises in bending the trunk, both standing 
and in the supine position, and those for the ab- 
dominal muscles,t are begun with caution and 
gradually increased, always keeping below the 
fatigue point. 

Alcohol is forbidden and tobacco reduced to a 
minimum. The fats and carbohydrates in the diet 
should be as low as is consistent with health. 

The pain that was present in all 4 cases was 
relieved within a week (largely, I believe, by the 
thiamin injections), and the hernias were’ com- 
pletely closed in from three to six months. The 
worst case was still closed at the end of the year. 

Detrin Arcita, M.D. 

Venezuela. 
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Natural Ultraviolet In the Arctic 


For the first time, quantitative data on the 
amount of ultraviolet solar and sky radiation in 
high latitudes has been made available as a result 
of cooperative efforts of Dr. W. W. Coblentz, of 
the National Bureau of Standards, and the Louise 
A. Boyd Arctic Expedition of last summer. 

The most northerly point reached was in lati- 
tude 78°N. Here the ultraviolet intensity in 
August was practically the same as that in Wash- 
ington, D. C., during November and December, 
the noon elevation of the sun above the horizon 
being almost identical. 

Taking into consideration the long days during 
midsummer in the far north, it is evident that 
animal and plant life is exposed to an appreciable 
amount of radiation that has a biologic effect on 
metabolism, in the production of vitamin D and 
in the prevention of rickets. 

This information is of great interest to the med- 
ical profession in their studies of rickets in chil- 
dren, and in studies of the propagation of minute 
forms of marine plants and animals. 

In Iceland, in early spring, long before the sun 
can shine into the deep fjords, the ultraviolet 
radiation from the sky causes the faces of the 
inhabitants to take on a ruddy color that devel- 
ops into a dark-brown tan in midsummer when 
exposed, not only to the light reflected from the 
sky, but also to direct sunlight. Actually, in 
Iceland, fewer children are said to have rickets 
than in the Faroe Islands, which are somewhat 
farther south but where the sky is most often 
cloudy.—DEPARTMENT OF COMMERCE, Washing- 
ton, D. C. 


- 
X-Ray Treatment of Pneumonia 


I N pneumonia caused by the pneumococcus, small 
doses of roentgen rays are often dramatically cura- 
tive. Many patients stated that they felt better, 
coughed less, and had less pain in the chest within 
from 6 to 12 hours after treatment. A fall in tem- 
perature, pulse, and respiratory rate usually oc- 
curred in from 12 to 36 hours after the first treat- 
ment; the earlier the treatment was started, the 
more favorable appeared to be the response. 
Good results were obtained in cases which had 
not been improved by from 3 to 7 days’ therapy 
with sulfapyridine or sulfathiazole, in patients who 
could not tolerate the sulfonamides, and in the 
very old and those with serious heart, kidney, or 
liver disease, in whom the toxic effects of the drug 
may be fatal. X-ray therapy has no side-effects. 


T See Crin. Mep., Sept., 1941, p. 208.—Ed 
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Technic: 120 kilovolts peak; 3 mm. aluminum 
filter; 40 cm. tube-skin distance; 18 roentgens in 
air per minute; 200 roentgens in air at a single 
dose, repeated at 36-hour intervals for one, two, 
or three doses, over a field large enough to cover 
a wide area of uninvolved lung around the consoli- 
dated area shown on the x-ray film—J. P. 
Rousseau, M.D., and W. M. Jounson, M.D., in 
Radiol., Mar., 1942. 


* 
Astringent Wet Dressing 


Burow’s solution of alum (aluminum and po- 
tassium sulfate) and lead acetate has been a stand- 
ard astringent wet dressing in certain skin diseases, 
burns, and infected wounds for years, but its use- 
fulness has been limited by the fact that the lead it 
contains sometimes causes irritation and interferes 
with healing, and by its bulk. 

A new, efficient, and handy method for obtain- 
ing the same results consists of tablets* containing 
the sulfates, acetates, and subacetates of aluminum 
and calcium, plus acetic acid, in such quantities 
that, when two of them are dissolved in a pint of 
water, an accurately adjusted solution of alumium 
subacetate, with a precipitate of calcium sulfate, 
results, which is stable and not affected by light 
or temperature. 

_I have used this solution (cold or hot, according 
to the conditions present), as the sole or chief 
treatment, in more than 200 cases of infected 
wounds and burns, with highly satisfactory results 
and no untoward reactions.—Jupson C. FisHeEr, 
M.D., in Journ.-Lancet, Mar., 1942. 


+ 


Nitroglycerin Prevents Angina 
Pectoris 


Tue nitrites have a longer action than was 
formerly believed. Most patients with angina pec- 
toris can be kept free from severe attacks, for weeks 
at a time, by taking from 1/200 to 1/400 gr. 
(0.032 to 0.016 mg.) of nitroglycerin, under the 
tongue, every 2 or 3 hours. If the disease is mild, 
the patient may take them only before unusual 
physical or mental strain. 

Nitroglycerin is one of the few powerful drugs 
which is almost harmless; patients may take several 
tablets a day for years without developing any toxic 
symptoms or intolerance to the drug.—T. R. 
oe, M.D., in South. Med. & Surg., Oct., 
1941. 


+ 
Methyl Testosterone Inhibits Lactation 


I. 1s frequently necessary, for various reasons, 
to inhibit lactation after a child is born, and this 
has formerly been a distressing process. 

Methyl testosterone, in adequate doses and 
given at the proper time, is of definite value in 
the post-partum inhibition of lactation. It brings 
about “drying-up” of the breasts with a minimal 
amount of discomfort to the patient, since its 
oral administration removes the necessity fo: 
hypodermic injections. 

The optimal dose is about 250 to 300 mg., in 
divided doses (30 mg. every 3 hours for 5 doses 
and 20 mg. every three hours for 5 doses—total 
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250 mg.), over a period of 36 hours, starting 
about 36 hours after delivery. It may also” be 
administered after the actual onset of secretion, 
with beneficial results. There were no associated 
symptoms of intolerance. 

None of the patients treated required purging 
with epsom salts, tight breastbinders, ice caps, 
sedatives, or the limitation of fluids, milk, butter, 
or cream. 

All patients, even those in which the results 
were rated “poor,” agreed that they were more 
comfortable with this form of treatment than 
during their earlier pregnancies when the “old- 
fashioned way” of drying up the breasts was used. 

The puerperium was otherwise unaffected by 
the medication, and on follow-up visit in the 
post-partum clinic the menstrual periods of these 
women were found to have returned “normally.” 
—Paut M. Lass, M.D., in A. 7. Obst. @ 
Gynecol., Jan., 1942. 


Cirrhosis of the Liver 


Crrrnosis of the liver cannot be produced ex- 
cept in a liver which is abnormal because of 
dietary factors, and regeneration cannot be pre- 
vented if a proper diet is supplied. A grossly 
cirrhotic liver may be functionally normal, once 
regeneration is complete. Cirrhosis of the liver, 
then, must depend, not alone on a toxic factor, 
but also on the state of the liver at the time the 
toxin is acting. 

A high glycogen (sugar) content of the liver 
protects it against many poisons. A high fat con- 
tent makes the liver more vulnerable. These fac- 
tors increase the amount of fat in the liver: (1) 
Insufficient intake of protein and carbohydrate; 
(2) a high fat intake; (3) any severe infectious 
disease; (4) undernutrition; and (5) certain poi- 
sons (alcohol; arsenic, as in antisyphilitic treat- 
ment; chemical poisons; endogenous toxins, as in 
hyperthyroidism and toxemia of pregnancy; sys- 
temic diseases, as scarlet fever; highly spiced 
foods; and bacterial intestinal diseases) . 





Symptoms Cause 


Treatment 


5 Low blood pro- 

Ascites tein 

(Serum Albumin) 

Liver does not 
produce anti- 
pernicious- 
anemia factor 

Vitamin B com- 
plex prevents 
fatty liver, 
increases ap- 
petite 

High-carbohy- 
drate diet pro- | Large amounts of car- 


tects liver, bohydrate foods in 
furnishes gly- diet 


cogen 


High-protein diet 


Liver extract (aqueous 
solution orally, or 
crude water extract 


Anemia, 
macro- 
cytic 


Brewer’s yeast, 40 Gm. 
daily, and 4 to 10 
mg. of thiamin 


Anorexia 


weight 


Psychic, 
neuro- 
logic 


Vitamin defi- 


a Thiamin chloride and 
ciency nicotinic acid | 


Liver does not 
synthesize 


Blood transfusion and 
prothrombin 


vitamin K 


Bleeding 
tendency | 














No diuretic treatment is given, as we know now 
that the ascites is not due to portal obstruction. 
Early diagnosis is made by use of the peritone- 
oscope, and liver biopsy if necessary—A. M. 


Sne.t, M.D., in Penn. Med. F., Jan., 1942. 


Tubercle Bacilli 


Pigmented Moles Again 


Dn. R. L. Gorretu’s item on “Removal of 
Pigmented Moles,” on page 83 of Clinical Medi- 
cine for March, 1942, in which he describes Dr. 
Lee’s technic, is very good; but not good enough 
because, with every cutting operation on those 
growths, there is liable to be either a recurrence or 
metastasis. 

A better and safer way to eliminate pigmented 
moles and pigmented nevi, or any other precan- 
cerous lesion, is to administer a liberal dose of low- 
voltage x-rays, unfiltered or lightly filtered, apply- 
ing the treatment to an area one inch around the 
lesion. After a few weeks, electrodessicate the 
mole with the high-frequency current, and the 
patient will be permanently rid of it. 

Thus there is no open surgery and consequently 
much less likelihood of recurrence and metastasis. 
I have treated hundreds of these growths in this 
manner, and have yet to be sorry for so doing. 

I. S. TrostLer, M.D. 


+ 


Chicago, Ill. 


Prostigmin in Delayed Menstruation 


O. THE basis of the fact that uterine hyper- 
emia induced by estrogens can be inhibited by 
atropine, Soskin, Wachtel, and Hechter (7.4.M.A., 
144:2090, 1940) carried out laboratory and clin- 
ical researches which showed that Prostigmin 
Methylsulfate will restore delayed or suspended 
menstruation in non-pregnant women free from 
pelvic disease, but not in pregnant women, with 
such regularity that this drug can be used for the 
treatment of this condition in women in the first 
class, and also as a decidedly reliable test for 
pregnancy. 

I have given this preparation, in three daily 
doses (in 2 cases only one dose was given, and in 
3 cases two doses) of 1 cc. each, to 30 women 
with delayed menstruation. Of these, 19 were 
pregnant and showed no effects; 10 were not 
pregnant, and menstruation was established in all 
of them within from 6 hours to 4 days after the 
first injection (usually within 12 hours). In one 
case there was bleeding, but not true menstruation, 
following treatment, and this woman was found to 
have a tubal pregnancy. No toxic effects appeared 
in any case.—L. L. Grossmann, M.D., in West 
j. Surg., Obst., and Gyn., Feb., 1942. 


+ 
Tubercle Bacilli on Books 


and Garments 


I, is possible, but not probable, that patients with 
open tuberculosis might contaminate their gar- 
ments and books they were reading with tubercle 
bacilli, which might be transmitted to others. 


Since these bacilli are rendered harmless or 
killed by drying and by sunshine, it might be safest 
to expose all garments worn by such patients to 
the sun and air before storing them, and to 
“quarantine” all books read by them for several 
weeks, before they are handled by others.—Drs. 
M. A. Jacors and S. A. Petrorr, in Quart. Bull. 
Sea View Hosp., October, 1941. 


CuinicaL MEDICINE contains more common 
horse-sense, combined with simple, up-to-the-min- 
ute information, than all the other magazines 1 
receive put together—W. O. H., M.D., Ind. 





Medico-Military Notes 


Preparing Men for the Air Services 


Taz American Flying Services Foundation was 
chartered under the laws of the State of New 
York, as a non-profit organization, early in 1941, 
and since its inception has placed many young 
men in the Air Corps of the Army and Navy, who 
otherwise would never have had that opportunity. 
The object of the Foundation is to make it possible 
for young men who wish to do so, but who are 
unable because of physical defects, to enter the 
U. S. air services. 

The medical division of the Foundation, in its 
regular report covering activities for the past three 
weeks, shows that 25 medical, 17 surgical, 14 
dental, and 96 ambulatory cases were referred to 
the Foundation by the Army and Navy examining 
boards; 7 are still in the hospital. These cases rep- 
resent physical defects which, if cleared up, would 
permit the applicants to apply for reexamination 
in the Air Corps. Further figures show that 12 
young men received medical, surgical, and dental 
care, and after being treated by prominent physi- 
cians whose services were arranged for by the 
Foundation, were made ready for reexamination. 
Eleven men were sent to hospitals for such hospi- 
talization as was necessary and to be treated by 
participating physicians and surgeons. 

Six applicants from the State of New York were 
accepted in the Army Air Corps and four in the 
Navy Air Corps; one applicant from Ohio and two 
from New Jersey in the Army and Navy Air Corps, 
after they had been cared for by the medical di- 
vision of the Foundation. 

Regional committees of the Foundation are 
being organized throughout the United States, 
headed by men of medical prominence, to ex- 
pedite the program. The Foundation seeks to 
make contact with professional men everywhere. 
For details, write to the American Flying Services 
Foundation, Medical Headquarters, 140 East 54th 
Street, New York, N. Y. 


a 
Naval Reserve Officers 


P avsvcuns desiring appointment in the Medical 
Corps of the Naval Reserve should apply directly 
to the director of naval officer procurement in the 
location nearest their residence, stating the date of 
their birth, the medical school from which they 
were graduated, and their professional attainments, 
and requesting information and application forms 
for such appointment. 


+ 
“Trench Mouth” 


I. HAS not been demonstrated that Vincent's 
infection, or ‘“‘trench mouth,” which spread widely 
among soldiers during World War I, is a com- 
municable disease. The evidence of man-to-man 
transmission is purely circumstantial. It may well 
be a dietary deficiency disease. These matters 
should be carefully investigated at the first out- 
break of this malady in an army camp.—Dr. 
TuHEopoR Rosesury, bacteriologist, reported in 
Sci. News Letter, Mar. 7, 1942. 


War Tension and Alcoholism 


War times can make drunkards unless people sip 
cautiously. Overworked and nervous war work- 
ers should beware of the relaxation offered by an 
alcoholic drink, since alcoholism tends to get a 
firm grip on nervous persons in times of stress 
and tension. 

Executives, in particular, tend to burn them- 
selves out under the strain of wartime problems. 
Nervous fatigue, indigestion, insomnia—these are 
the wound stripes of civilization. Alcoholic indulg- 
ence aggravates rather than alleviates these 
conditions. 

Two persons out of every hundred cannot take 
even one drink without danger of becoming alco- 
holics. The other 98 may not become acute alco- 
holics, and yet may drink enough to make them 
susceptible to gallbladder and kidney troubles, 
insomnia, acute nervousness, and indigestion. For 
an overworked mind or body there is no substitute 
for rest—A. J. McGee, M.D., Keeley Institute, 
Dwight, II. 


+ 
Training Air Pilots 


awe training of airplane pilots should start in 
the grade schools, with instruction in the funda- 
mentals of aeronautics and model making. Boys 
15 years old and older should be given the most 
important of all training—familiarity with the 
air gained by actual flying. Thus those not suitable 
as pilots, physically or temperamentally, would 
be weeded out before they 12ach military age.- 
Dr. M. N. WaAtsH, neuropsychiatrist, reported in 
Sci. News Letter, Mar. 7, 16% 2. 


a 


Commissions In Affiliated Units 


For the benefit of Reserve officers who have mis- 
understood the situation, it is stated that, in 
certain “affiliated units” of the Army Medical 
Corps (general, evacuation, and surgical hospitals) , 
sponsored by medical schools or large civilian 
hospitals, the tables of organization of these units 
specify what grades certain officers shall hold 
while performing certain definite duties in the 
unit. It is, therefore, no evidence of favoritism if 
some such “affiliated” officers are commissioned 
in grades higher than those held by some Reserve 
officers who may have been in general military 
service for a considerable time. These “affiliated” 
officers can be promoted only in their unit, if a 
vacancy occurs in a higher grade and they qualify 


to fill it—7. A. M. A., April 25, 1942, p. 1454 
+ 


Negro Medical Officers Graduated 


A CLASS of 22 negro officers of the Medical De- 
partment was graduated from the Medical Field 
Service School of the Army, at Carlisle Barracks 
Pa., with the grade of first lieutenant, on April 4 
for service with the medical battalion of a new 
division. 
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Diagnostic ointers 


Chronic Urethritis in Women 


@ Frequency of urination, burning, urgency, 
dysuria, and nocturia are symptoms of chronic 
urethritis. Non-specific urethritis, with narrowing 
of the lumen, is much more prevalent in women 
than has been supposed, and is caused by infected 
material from the genital tract, the trauma of inter- 
course and parturition, and the later senile changes. 

Pain is frequently felt in the bladder stem, 
and referred pains may simulate both ureteral and 
pelvic disease. A catheter specimen of urine con- 
tains few pus cells, unless there is also cystitis. 
Simple urethral dilation often relieves the symp- 
toms.—W. E. Daniets, M.D., in South. Med. 
and Surg., Sept., 1941. 


Fractures and Dislocations 


@ Always make sure that a dislocation is not 
associated with a fracture. An unreduced disloca- 
tion may give rise to more disability than an un- 
treated fracture. The elbow and shoulder joints 
should always be examined with several roentgen- 
ograms, taken at different angles or stereoscopically. 
—G. R. Girpiestone, F.R.C.S., in Brit. Med. 7., 
Feb. 22, 1941. 


Giardial Infestation 


@ Diarrhea, pain, or distress in the lower or 
upper abdomen, asthenia, nervous symptoms and 
vomiting may be due to giardiasis (infestation 
with Lamblia intestinalis). The patient has from 
2 to 20 loose stools a day, unaccompanied by 
blood. Epigastric fullness, pyrosis, a generalized 
crampy sensation with desire to defecate, and fever 
are complained of. The parasite can be found 
in the stools or duodenal contents. 

Treatment: Atabrine apparently is specifically 
curative. One tablet (0.1 Gm.) is given three 
times daily for 5 days. The stools are then re- 
examined, and the treatment repeated if neces- 
sary—F. A. Kyser, M.D., in Proc. Staff Meet. 
Mayo Clin., July 30, 1941. 


Sciatica 


@ True sciatica (perineural fibrositis) is rare. Pain 
referred to the sciatic distribution is common, but 
no tenderness is found along the course of the 
nerve, sensation and power are normal, and the 
ankle jerk is unimpaired. The causes of these 
symptoms may be: Osteoarthritis, lumbosacral in- 
juries or abnormalities, sacroiliac or hip affection; 
rarely a pelvic tumor.—M. E. SHaw, M.D., in 
Brit. Med. 7., Sept. 21, 1941. 


Kraurosis and Leukoplakia of 


the Vulva 


@ Leukoplakia and kraurosis are often confused. 
Leukoplakia may begin at any age; kraurosis 
usually at or after the menopause. Leukoplakia 
causes early itching; kraurosis, in its early stages, 
is only slightly pruritic. Leukoplakia is a thicken- 
ing; kraurosis is an atrophy, of the skin. Leuko- 
plakia may spread to the anus and thighs; 
kraurosis is confined to the vulva. Leukoplakia 
may result in carcinoma; kraurosis rarely does. 


—J. E. Kine, M.D., in N.Y.S.J.M., Jan. 15, 1942. 
Unhappy Babies 


@ Two out of five babies who are colicky, wakeful, 
unhappy, or vomiting, are hungry. They are given 
too little food (usually too dilute) too frequently. 

Two more of these babies are reacting to an 
environment which does not allow them enough 
time for rest and sleep. They are used as animated 
human exhibits for friends and relatives. 

The fifth baby is given grossly improper food or 
one specifically unsuitable (allergy). Fat or sugar 
intolerance leads to vomiting or diarrhea or both. 
—G. Parker, M.D., in Ill. Med. F., Feb., 1941. 


Sighing 

@ Sighing is often confused with dyspnea, but 
consists of a temporary inability to obtain a deep 
breath. The desire for air is completely relieved 
by one full inspiration. This symptom is almost 
pathognomonic of some nervous state RICHARD 


B. Capps, M.D., in Bul. Chicago Heart Assn., 
July-Dec., 1941. 


Gonorrhea in Women 


@ There is no positive method of proving a cure 
of chronic gonorrhea in women. Repeated studies 
show that a positive culture may be found after 
a long series of negative ones. It is unwise to 
cease treatment of chronic gonorrhea in women 
solely on the basis of negative cultures.—J. F. 
Manoney, M.D., in Am. J. Syph., Jan., 1942. 


Catarrhal Jaundice 


@ Constipation, subfebrile temperature, abdom- 
inal pains, and vomiting are the initial symptoms 
of catarrhal jaundice. The actual jaundice may 
not appear for from two to four days.—S. WotrFr, 
M.D., in Brit. J. Child. Dis., Mar., 1941. 


Sulfonamide Chills and Fever 


@ When treating septic conditions with sulfona- 
mides, one must remember that chills and fever 
may indicate, not only bloodstream invasion, but 
also sensitivity to the drug, which must be stopped 
at once.—Editorial, N.Y.S.J.M., Nov. 1, 1941. 
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Bikuth herapeutics 


Suture of Face Wounds 


@ Patients with wounds of face or neck should be 
told to take a deep breath and hold it (when it 
is safe to do so), so that, after sponging, one can 
see venous ooze. Only then is it possible to clamp 
and tie the bleeding point.—A. K. Foster, M.D., 


Water As a Diuretic 


@ The best diuretic is the oral administration of a 
large amount of water at one time. Water acts as 
a diuretic if given by mouth; when given intra- 
venously, there is little or no diuretic action. The 
rapid intake of a large quantity of water (‘water 
thrust”), by mouth, will break the glomerular 
barrier in cases of anuria due to acute glomerulo- 
nephritis, and relieves dehydration in certain cases 
of obesity associated with oliguria and water re- 
tention.—J. Bauer, M.D., in Med. Rec., Mar. 19, 
1941. 


Acute Cholecystitis and Pyelitis 

@ Intravenous injections of 5 cc. of 40-percent 
urotropin solution, twice daily, cure many Cases 
of acute cholecystitis and acute pyelitis in a few 
days.—E. N. Russeti, M.D., in Brit. Med. 7., 
Feb. 22, 1941. 


The Murphy Drip 


@ The rectal administration of water has almost 
been forgotten during the era of intravenous 
therapy. Its advantages are: (1) There is no 
embarrassment of the circulation; (2) no needle 
is introduced into a vein; and (3) the constant 
presence of an open passage often aids in the 
elimination of gas (it frequently stimulates _peri- 
stalsis and prevents ileus; at times, it softens up 
a fecal mass and starts bowel action). The 
Murphy drip should be given slowly (not over 
20 drops per minute), or good results will not be 
attained.—G. C. Cooxe, M.D., in South. Med. & 
Surg., April, 1940. 


Sedatives In Hypertension 

@ Phenobarbital and bromides are not consistently 
effective in the medical treatment of hypertension. 
Either Nembutal or Seconal, in 1% gr. (100 mg.) 
doses, should be given after meals. These people 


are nervous because of their disease.—M. H. 
Barker, M.D., in Bull. Linn Co. Med. Soc., Feb., 
1942. 


Dilantin In Epilepsy 

@ Dilantin is effective, even in severe cases, in 
controlling convulsions, when other medication 
ineffective. Its lack of sedative effect makes its 
use desirable in individuals of normal intelligenc 
who are made somnolent by other drugs. Tos 
reactions may accompany its use and the indi- 
vidual must be under some medical supervisic 
until the treatment is well under way. 

Dose: It is best to start with 1% grains (100 
mg.) three times daily, increased gradually to 
effectiveness, if tolerated. Patients who develop 
erythema on 4% grains (300 mg.) have tolerated 
3 grains (200 mg.). It is often necessary to giv 
1¥2 grains of phenobarbital at bedtime, in addi 
tion to the dilantin. 

Do not stop previous therapy when changing 
to dilantin, but gradually decrease the dose of thx 
preceding drug and substitute dilantin, over a 
period of from 2 to 4 weeks.—H. H. Reese, M.D., 
in Wisc. Med. F., April, 1940. 


Urinary Infection 

@ If urinary infection does not clear up promptly, 
remove the urinary tract obstruction and establish 
free drainage. I have seen many patients who 
were not improved by courses of all the sulfo- 
namides and other antiseptics, promptly get well 
when ureteral catheters were left in place.—A. H 
Peacock, M.D., in West. J. Surg., Ob. @ Gyn., 
June, 1941. 


Banana Diet In Dysentery 


@ Patients with bacillary dysentery who were fed 
bananas were made more comfortable. A_ soft, 
non-irritating, bulky stool resulted. The decreas: 
in peristaltic waves diminished the pain. Procto- 
scopic and sigmoidoscopic examinations showed 
that the bowel wall was less inflamed.—L. H 
Biock, M.D., and A. Tarnowsk1, M.D., in Am 
j. Dig. Dis., Jan., 1941. 


Nicotinic Acid In Vernal Catarrh 

@ Vernal catarrh may be treated with nicofir 
acid, given by mouth in doses of from 60 to 8!) 
cgm. of nicotinamide, or 30 cgm. of nicotini 


acid, daily.—E.E.N.T.M., Nov., 1941. 


Sulfonamides and Fluids 


@ During sulfapyridine or sulfathiazole thera; 
oliguria or anuria may occur, especially if 
patient does not excrete at least 1,200 cc. eacl 
day. If the output falls below 1,000 cc. é 
quart) daily, the drug should be stopped 
fluids forced. It may be necessary to irrigate | 
ureters and renal pelves, in order to wash 
crystals of the drug and prevent obstruc! 
uremia.—G. E. Faur, M.D., in Minn. M 
July, 1941. 
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THE DOCTOR'S STUDY 


. Bale 


Any book reviewed in these col- 
umns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE, Wau- 
kegan, Ill., is accompanied by a 
check for the published price of 


the book. 


Scientific books are part of the apparatus of 


everyday life. 


Clinical Parasitology 
Belding 
rEXTBOOK OF CLINICAL PARASITOLOGY, In 


cluding Laboratory Identification and Technic. By 
Davip L. Betvinc, M.D., Professor of Bacteriology and 
Experimental Pathology, Boston University School of 
Medicine, etc. New York and London: ID. Appleton 
Century Co. 1942. Price, $8.50. 


N THESE days, when rapid transportation has cosmo 

politanized many pathogenic parasites formerly consid 
red exclusively tropical in habitat, and our soldiers are 
r probably will be fighting in tropical areas all over the 
vorld, parasitology assumes an importance it has never 
vefore enjoyed. 

This subject has always been considered a difficult, 
omplex, and alien one, but Dr. Belding has so systema 
tized and clarified it that any physician, by a study of th‘s 
eautifully made and printed volume, should be able to 
liagnose, prevent, and treat parasitic diseases without any 
serious difficulty, as the whole field of protozoan, helmin 
thic, and arthropod parasites is fully covered 

The comparative tables, diagrams, maps, and charts of 
eographic distribution, differential diagnosis, clinical and 
laboratory recognition, etc. (a new departure in this field) 
re, alone, worth the price of the book, as they present the 
icts in such a way that the mind can readily grasp and 
retain them, or can be used for instant reference in 
loubtful cases 

The many bright, clear 
grammatic and drawn to 
onal teaching value; and there are several excellent 
lates in full color. Good, working bibliographies are 
ppended to each chapter, and the index is uncommonly 
omplete. 

This is the outstanding 
ow available, and = every 

ose who are in or are 


mostly dia 
have excep 


illustrations are 


scale, so that they 


work on clinical parasitology 

active clinician (especially 
about to enter the Army, Navy, 
r Public Health Service) should have a copy. Careful 
study of this book, from cover to cover, will fit any 
hysician to function as a capable parasitologist 


+ 


Minor Surgery 
Ferguson 


SURGERY OF 
L. Krarer 
Professor of 
With a Section on 


THE AMBULATORY PATIENT. By 
Fercuson, A.B., M.D., F.A.C.S., Assistant 
Surgery, University of Pennsylvania, ete. 
Fractures by Kaptan, A.B, 
M.D., F.A.C.S., Associate in Surgery, University of 
Pennsylvania, etc. 645 illustrations. Philadelphia, Lon 
don, Montreal: J. B. Lippincett Company. 1942. Price, 
$10.00. 


Lovis 


THis is the most practical book on minor surgery ever 
written. It is liberally illustrated with clinical photo 
xraphs sketches showing the appearance of 
sions their care. The author presents 
ethods actual use in his own clinic, rather 


and surgical 
and the steps in 
that are in 


LEWELLYN JONES. 


than a widely assorted methods clipped fr 
the literature. 

Details are given as to 
the surgical field, surgical technic, 
A much needed section on local 
formative; such information will be increasingly needed 
as gas anesthetics become more and more difficult t 
obtain. A handy point is the making of a minor 
sheet by spreading apart the fibers of a large, 
dressing into an opening of desired size and placing it 
over the wound, so that one bother with sterile 


towels and towel clips. 


group of 

preparation of instruments and 

ind postoperative care 

very in 
1 


anesthesia is 


surgical 


sterile 


need not 
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Vaginal Hysterectomy 
Kennedy and Campbell 


"AGINAL HYSTERECTOMY. By 
Kennepy, M.D., F.A.C.S., Surge 
Joseph Price Hospital, Philadelphia, 
BALD Donatp CampsBett, M.D., C.M., 
Ass't Professor of Obstetrics and Gynecol 
University, M llustrated 
phia: F. A. Davis Co. $10.00. 


N THIS handsome volume, th 

terectomy by the clamp ethod, in Dr. Kenr 
earlier book, “Practical Surgery f the Abdominal 
Pelvic Regions” (briefly outlined by Dr. M. ©. Robert 
in CLin. MED. & SurG. for December, 1 page 563 
been much enlarged and elaborate ind is supplements 
by a valuable section on the performar of tl 
by the ligature method, written by Dr. Cam 

The remarkable full-page plates (many 
colors), showing every step of the perati 
descriptions on opposite nstitute ar 
ical course in the performance of this oj 
Kennedy's former article 32 of 
but here there are 75, 
planations accompanying Ir. ¢ 
work. 

No physician who does any pel 
cially, perhaps, the “‘oce 
be without the detailed instruction 
in regard to the simplest, 
ing method for removing the disease 
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is operati 


pages, cc 


contained 
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isional o7 
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Family Nutrition 


FAMILY NUTRITION (A Compil 
the Philadelphia Child Health Soc et 


special professional classes 


HIS brochure of 105 

amount of authoritative intforn 
diets. Two chapters on studies of the 
beings show that few are in an optimum 

The dietary value of foods and 
needs of the people are set forth in 
terms, with illustrations 


pages contains 
ition 


nutrit 


commor 


clear 
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The most practical chapter (occupying half of the 
brochure) is on “Balanced Diets and Balanced Budgets,” 
and shows, in tabular form, the relations between food 
expenditures and incomes, and the details of low and 
medium cost and liberal diets, all properly balanced. Then 
follow fully explained menus for small cuiliven, boys and 
girls, adolescents, adults, and pregnant women, otgeet 
for annual incomes from $750 to $3000 or more. This 
material can actually be put to work. 

Those who are teaching nutrition (formally or in- 
formally), Red Cross and social service workers, and 
family physicians, especially those who work among the 
lower-income groups, will find this booklet invaluable, 
and can obtain copies free, while the supply lasts, by in- 
dicating their need for it to the Philadelphia Child Health 
Society, 311 South Juniper St., Philadelphia, Pa. 
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Pharmacology 
Sollmann 


A MANUAL OF PHARMACOLOGY. By Toratp Sott- 
MAN, M.D., Professor of Pharmacology and Materia 
Medica in the School of Medicine of Western Reserve 
University, Cleveland. Sixth Edition; entirely reset. 
1,298 pages. Philadelphia ond. London: W. B. Saunders 
Company. 1942. Price, $8. 


Dk G actions, and particularly their practical impor- 
tance in treatment and toxicology, are discussed quite 
completely in this new revision of an old standard text. 
Special advances which are covered include sulfona- 
mides, antimalarial agents, anesthetics and hypnotics, 
convulsants and anticonvulsants, synthetic autonomic 
agents, hormones, and vitamins. The general plan of the 
book has been retained: In larger type, a brief summary 
is given of the drug’s action, for students or those who 
desire only brushing up; those looking for detailed refer- 
ences can study the material given in smaller type in 
each section. 
The style is so smooth that it makes interesting read- 
ing, unlike some of the writing that basic-science authori- 
ties commit. 


+ 


The Nerves in Poliomyelitis 
Howe and Bodian 


NEURAL MECHANISMS IN POLIOMYELITIS. By 
Howarp A. Howe, M.D., Associate in Anatomy, The 
Johns Hopkins University, Baltimore, and Davin 
Bopian, Ph.D., M Assistant Professor of Anatomy, 
Western Reserve Unive rsity, ( eee, New York: The 
Commonwealth Fund. 1942. Price, $3.5 


HIS is a highly specialized work, dealing with experi- 

mental studies of poliomyelitis in animals, tracing the 
migration of the virus within the body. The authors feel 
that this virus probably enters the body through the alimen- 
tary tract. 

This well made and fully indexed book will be of little 
direct value to general clinicians, but should prove impor- 
tant to neurologists and research workers. 


+ 


Sutures 
Ziegler 


TEXTBOOK ON SUTURES. By Paut F. Zrecter, Di- 
rector, Curity Research Laboratories, with the collabo- 
ration of Epwarp W. ATKINSON, Chicago Lewis Mfg. 
Co. and Bauer and Black, Divisions of the Kendall Co. 
Second Ed., 1942. Sent free on professional request. 


[% THIS well made and indexed volume of 91 pages, the 

surgeon, nurse, or medical student will find the history 
of catgut sutures, full details of their preparation, and 
helpful suggestions regarding their selection and use. 
This little book should be decidedly interesting to all who 
are, in any way, engaged in surgical work. 


New Books 


Clinical Medicin~- 


Diseases of Metabolism 
Duncan 


DISEASES OF METABOLISM. Detaled Methods 
Diagnosis and Treatment; A Text for the Practitione: 
Edited by GarrieLp G. Duncan, M.D., Chief of Medic 
Service “B,” Pennsylvania Hospital ; ” Associate Profe 
sor of Medicine, Jefferson Medical College, Philadelphi 
Fully illustrated ; 7 color plates. Philadelphia and Lo 
don. W. B. Saunders Company. 1942. Price, $12.00. 


THIS is not a book for the physician who wants two-li: 
descriptions of a disease and one-two-three instructions 
for its care. The contributors, each of whom writes in 
field in which he is especially interested, present a rea 
able introduction to the various diseases. The discussions 
emphasize normal physiologic processes and their vari 
tions, instead of arbitrarily splitting off little groups of 
symptoms and calling them diseases. 

Tom Spies and Fiugh Butt write on vitamins and 
avitaminoses; Newburgh discusses the problems of unde 
weight and Evans those of obesity; Walter Bauer, tlic 
various aspects of gout; Duncan, the abnormalities of 
sugar metabolism, including hyperinsulinism and di 
betes insipidus and mellitus; Mason, the xanthomatos: 
Cantarow, melituria; C. N. Long, the study of cart 
hydrate metabolism; Abraham. White, the protein met: 
olism and lipid metabolism; John Peters, the water b 
ance; and Tocantins the nutritional and metabolic aspect 
of disorders of the blood. 


> 


Endocrine Therapy 
Cinberg 


A MANUAL OF ENDOCRINE THERAPY. By Bernari 
L. Cinserc, B.A., M.D., Diplomate American Board 
Obstetrics and Gynecology; Lecturer, Obstetrics, N. Y., 
Polyclinic Medical School and Hospital, etc. Chemical 
Publishing Company, Inc. 1942. Price, $3.25. 


THIS handbook is designed for the physician who does 
not have the time to wade through large tomes on 
glandular diseases, but wishes to know what endocrine 
products to give for any indicated disease, and also in 
what form they may be obtained commercially. 

Each of the various hormones is discussed in separate 
chapters, and lists are furnished of the various commer 
cial products. Doses are indicated for the various dis 
eases. Another chapter presents a summary of diagnostic 
procedures which may be necessary in endocrine diseases 

The author is conservative. In discussing after pains, 
he mentions that the average case is well controlled with 
mild sedatives, analgesics, and ergot preparations, but if 
the pains are severe and ‘intractable, they can be relieved 
by the twice-daily injection of 2 mg. of progesterone. 
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Other Books Received 
With Brief Descriptions 


THE HORSES OF THE SUN. By Dr. Katuryn M 
Wuitten. Boston: Meador Pub. Co. 1942. Price, $2.0 
A novel, based upon alleged irregular and unethical 

practices of American surgeons. 

rIRST AID PRIMER: Civilian Defense Health Aids, 
Emergency Feeding, Blackout Introductions, Morale 
Through Nutrition. By Hermann L. Wencer, M.D., 
New York Postgrad. Hosp., and Eveanora Sens! 
M.Sc., Food & Nutrition Ed., Am. Home Mag., 
York: M. Barrows & Co. 1942. Price, $1.00. 

An important and simply written book for teachers, 
first aid students, volunteer nurses, air raid wardens, 
and all others engaged in civilian de fense work. 
MINERALS IN NUTRITION. By Zotrton T. Weer 

SCHAFTER, M.D., Clinical Instructor in Medicine, We 

ern Reserve Univ. School of Med., etc. New Yor 

Reinhold Pub. Corp. 1942. Price, $1.75. 

A good and simply written book (with bibliographies) 
for intelligent my and physicians who are not well 


posted on the su 

TECHNI DATA HAND BOOK. By Epwarp Lupron 
Pace, B.Sc. (Engineering, Chemistry, Physics, Mecha» 
ics, Mathematics). New York: The Norman WW 
Henley Pub. Co. 1942, Price, $1.00. ; 
A handy book of data (mostly mathematical) for engi- 

neers, mechanics, chemists, technical students, and the |ike 





